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EXECUTIVE  SUMMARY 


INTRODUCTION 

Congress  established  the  Prospective  Payment  Assessment  Commission  (ProPAC)  in  Public 
Law  98-21.  ProPAC  provides  the  executive  and  legislative  branches  of  the  government  with 
analysis  and  advice  on  the  Medicare  prospective  payment  system  (PPS).  The  Commission 
is  an  independent  agency,  with  17  members  appointed  by  the  congressional  Office  of 
Technology  Assessment.  Commissioners  with  expertise  in  health  care  delivery,  financing, 
and  research  provide  advice  on  the  functioning  of  the  hospital  payment  system  through 
reports  and  recommendations  to  the  Secretary  of  Health  and  Human  Services  and  to  the 
Congress. 

Established  as  an  adviser  to  both  the  Secretary  and  the  Congress,  ProPAC  has  steadily 
become  more  involved  in  advising  Congress  through  the  development  and  presentation  of 
analytic  studies  and  reports.  The  Commission  has  maintained  its  independence  by  stressing 
an  analytic  approach  in  developing  its  reports  and  recommendations.  While  the 
Commission  recognizes  the  fiscal  constraints  facing  government,  it  leaves  the  larger 
decisions  related  to  overall  budget  priorities  to  the  Administration  and  the  Congress. 

This  report  provides  the  Commission's  views  on  the  regulatory  adjustments  to  PPS  made 
by  the  Secretary  for  fiscal  year  (FY)  1990.  The  report  is  divided  into  eight  major  sections, 
which  are  highlighted  below. 

UPDATING  PAYMENT  RATES  FOR  INPATIENT  SERVICES 

PPS  Update  Factor  -  Current  law  requires  that  the  update  in  the  prospective  payment 
rates  (for  hospitals  under  PPS)  and  the  target  ceiling  rates  (for  hospitals  excluded  from 
PPS)  be  equal  to  the  increase  in  the  hospital  market  basket,  which  is  a  measure  of  change 
in  hospital  input  costs.  The  projected  market  basket  increase  for  FY  1990  is  5.5  percent. 
However,  the  Secretary  recommends  an  average  update,  that  is  consistent  with  the 
Administration's  budget  proposal,  equal  to  the  market  basket  increase  minus  1.5  percent. 
The  Secretary  also  recommends  higher  updates  for  hospitals  located  in  rural  areas  and  large 
urban  areas.  However,  the  Secretary  does  not  specify  what  these  updates  should  be. 

The  Commission  believes  that  the  update  recommended  by  the  Secretary,  in  combination 
with  the  reduction  in  DRG  relative  weights  discussed  below,  will  result  in  PPS  rates  that 
are  insufficient  to  maintain  a  fair  level  of  payment  for  hospitals 

The  aggregate  PPS  operating  margin  is  projected  to  be  zero  or  below  for  FY  1989,  with 
a  majority  of  hospitals  expected  to  experience  negative  PPS  operating  margins.  The 
Commission  believes  that  the  Secretary's  recommendation  may  place  many  hospitals  in 


further  financial  jeopardy  and  threatens  the  basic  objectives  of  PPS.  Furthermore,  the 
Commission  believes  that  the  impact  of  this  recommendation  on  the  future  of  quality  of 
care  provided  to  Medicare  beneficiaries  and  their  access  to  health  care  services  needs  to 
be  considered. 

Market  Basket  ~  The  Commission  recommended  that  the  hospital  industry  wage  potion 
of  the  market  basket  be  increased  to  better  reflect  changes  in  hospital  and  other  labor 
markets.  The  Commission  is  pleased  that  the  Secretary  will,  as  part  of  the  next  periodic 
rebasing  of  the  market  basket,  re-examine  the  role  of  hospital  input  prices.  The  current 
market  basket  gives  inadequate  recognition  to  the  unique  characteristics  of  the  hospital 
labor  market.  Giving  equal  weight  to  hospital  and  non-hospital  wage  measures  would 
more  appropriately  reflect  changes  in  the  markets  in  which  hospitals  must  establish  their 
wage  and  benefit  levels.  The  Commission,  therefore,  strongly  encourages  the  Secretary  to 
adopt  its  recommendation  on  revising  the  market  basket  structure. 

ADJUSTMENTS  TO  THE  PPS  PAYMENT  FORMULA 

Indirect  Teaching  Adjustment  --  In  its  1988  report  to  the  Secretary  of  Health  and  Human 
Services,  the  Commission  recommended  that  the  indirect  costs  of  medical  education  be 
accommodated  in  the  PPS  structure  through  an  empirically-derived  payment  adjustment. 
Consequently,  the  Commission  analyzed  the  effect  of  teaching  effort  on  Medicare  costs. 
Statistical  analysis  conducted  by  ProPAC  found  that  after  controlling  for  case-mix,  area 
wages,  urban/rural  location,  outlier  payments,  and  low-income  patient  share,  Medicare  costs 
per  case  for  teaching  hospitals  were  on  average  4.4  percent  higher  than  costs  for 
nonteaching  hospitals  for  every  increment  of  0.1  in  the  number  of  interns  and  residents  per 
bed.  This  analysis  used  hospital  cost  data  from  the  PPS3  Medicare  Cost  Report  (MCR) 
file,  which  was  the  most  recent  MCR  file  available  at  the  time,  and  a  simulation  model  that 
reflected  FY  1989  PPS  payment  rules. 

The  Commission,  however,  believes  it  is  important  to  consider  the  overall  financial  position 
of  institutions  that  serve  Medicare  beneficiaries,  in  addition  to  Medicare  costs  and 
payments,  when  developing  Medicare  payment  policy.  Analysis  has  shown  that,  through  the 
third  year  of  PPS,  teaching  hospitals  had  significantly  higher  PPS  margins  than  nonteaching 
hospitals.  Examination  of  more  recent  data  on  overall  financial  status,  however,  shows  that 
major  teaching  hospitals  have  considerably  lower  total  margins  than  minor  teaching  and 
nonteaching  hospitals. 

The  Commission,  therefore,  recommended  that  the  Secretary  seek  legislation  to  reduce 
the  indirect  medical  education  (IME)  adjustment  from  its  current  level  of  7.7  percent  to 
6.6  percent  for  FY  1990.  This  reduction  should  be  implemented  in  a  budget  neutral 
fashion,  with  the  savings  returned  to  all  hospitals  through  corresponding  increases  in  the 
standardized  payment  amounts.  Further,  the  Commission  believes  that  continued  evaluation 
of  the  level  of  the  teaching  adjustment  is  necessary  prior  to  any  further  change. 

The  Secretary  agrees  with  the  Commission  that  the  IME  adjustment  should  be  reduced. 
However,  the  Secretary  believes  it  should  be  reduced  immediately  to  4.05  percent.  The 
Secretary  cites  a  1985  study  conducted  by  the  Congressional  Budget  Office  (CBO)  that 
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showed  that  the  average  cost  per  Medicare  discharge  increases  by  4.05  percent  for  every 
increase  of  0.1  in  the  intern/resident  to  bed  ratio. 

The  Commission  is  disappointed  with  the  Secretary's  response  to  this  recommendation. 
The  Commission  believes  that  the  teaching  adjustment  should  be  based  on  an  empirically- 
derived  estimate  of  the  relationship  between  teaching  effort  and  Medicare  cost  per  case, 
using  the  most  recent  data  available.  However,  while  the  Secretary's  recommendation  falls 
within  the  range  of  estimates  reported  in  recent  analyses  by  CBO  and  the  General 
Accounting  Office,  the  broader  implications  of  such  a  reduction  must  also  be  considered. 

Area  Wage  Index  ~  The  Commission  recommends  that  the  Secretary  collect  more  current 
data  on  hospital  wages  and  hours  of  employment  and  use  these  data  to  update  the  wage 
index  for  fiscal  year  1990.  The  Secretary  changed  the  data  base  for  computing  the  area 
wage  index  from  a  blend  of  1982  and  1984  data  to  exclusively  1984  data.  The  Secretary  is 
now  collecting  more  recent  data  to  update  the  wage  index  for  FY  1991. 

The  Commission  believes  that  variations  in  the  occupational  mix  of  hospital  employment 
across  labor  market  areas  may  lead  to  a  significant  bias  in  the  wage  index.  A  rough 
estimate  of  this  effect  may  be  obtained  from  1980  Census  data.  While  these  data  are 
limited,  they  may  provide  a  useful,  although  conservative,  test  of  the  need  for  an 
occupational  mix  adjustment  to  the  wage  index. 

As  a  result,  the  Commission  recommended  an  assessment  of  whether  the  benefits  of  an 
occupational  mix  adjustment  outweigh  the  burden  of  data  collection.  The  Commission 
will  investigate  this  issue  over  the  next  few  methods  and  share  its  findings  with  the 
Secretary. 


RURAL  HOSPITALS 

The  Commission  is  concerned  about  the  problems  affecting  rural  hospitals  and  the  rural 
health  care  system,  as  well  as  the  implications  of  these  problems  for  access  to  needed 
health  care.  The  Commission  has  recommended  several  modifications  to  PPS  that  have 
assisted  rural  hospitals.  For  example,  the  Commission  recommended  higher  update  factors 
for  rural  hospitals;  an  extension  of  the  volume  adjustment  to  rural  hospitals  eligible  for  sole 
community  hospital  designation;  and  clarification  of  other  sole  community  hospital 
provisions. 

The  Commission's  analytic  work  also  has  been  made  available  to  others  seeking  solutions 
to  rural  hospital  payment  problems.  For  example,  the  change  from  hospital-weighted  to 
discharge-weighted  standardized  amounts  was  based  on  the  technical  work  of  the 
Commission.  This  change  which  was  implemented  in  FY  1988,  raised  rural  hospital 
payments  by  approximately  3  percent.  Similarly,  the  separate  financing  of  outlier  payments 
for  urban  and  rural  hospitals,  adopted  in  FY  1987,  was  based  on  the  Commission's  analysis 
of  the  distribution  of  outlier  payments.  Furthermore,  ProPAC  commissioned  a  study  by 
SysteMetrics,  Inc.  that  examined  the  travel  distance  between  rural  hospitals  and  market 
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share,  among  other  things.  Findings  from  this  study  have  been  incorporated  in  several 
legislative  proposals  and  in  the  Secretary's  final  rule  on  sole  community  hospitals. 

Sole  Community  Hospitals  (SCH)  -  The  Commission  is  pleased  that  the  Secretary  has 
eliminated  the  market  share  requirement  for  hospitals  located  more  than  35  miles  from  a 
similar  hospital.  As  it  has  recommended  in  the  past,  the  Commission  supports  further 
evaluation  and  clarification  of  the  criteria  used  for  SCH  designation. 

Beneficiary  Access  to  Care  in  Rural  Areas  ~  The  Commission  agrees  with  the  Secretary 
that  the  rural  health  care  system  is  in  a  period  of  profound  change.  In  its  March  1989 
report,  the  Commission  expressed  its  concern  about  the  problems  affecting  rural  hospitals 
and  the  rural  health  care  system,  as  well  as  the  implications  of  these  problems  for  access 
to  needed  health  care. 

Rural  Referral  Centers  (RRCs)  The  Commission  believes  that  the  Secretary  should 
reevaluate  the  thresholds  enabling  a  rural  hospital  to  qualify  as  a  rural  referral  center. 
Although  the  criteria  RRCs  must  meet  are  statutorily  required,  both  the  number  of 
discharges  and  case-mix  index  should  be  evaluated  for  their  appropriateness  as  criteria  for 
designation.  Furthermore,  the  Commission  believes  that  any  changes  in  PPS  policy  should 
be  implemented  in  a  budget  neutral  fashion. 


RECALIBRATION  OF  DRG  RELATIVE  WEIGHTS 

Method  of  Recalibration  -  The  Commission  has,  for  the  past  several  years,  recommended 
that  the  DRG  weights  be  recalibrated  using  cost  information.  While  the  Secretary 
examined  this  recommendation,  charge  data  were  again  used  to  recalibrate  the  weights  for 
FY  1990.  The  DRG  weights  are  intended  to  reflect  the  average  relative  costliness  of 
different  types  of  cases.  ProPAC  continues  to  believe  that  weights  based  on  estimated  costs, 
which  are  derived  by  adjusting  charge  data  for  differences  in  hospitals'  pricing  practices, 
achieve  this  objective  much  better  than  weights  based  on  unadjusted  charge  data.  The 
resulting  distribution  of  payments  across  DRGs  and  hospitals  would  more  accurately  reflect 
the  costliness  of  different  types  of  cases  and  provide  incentives  more  consistent  with  the 
objectives  of  PPS.  By  utilizing  charges,  the  current  method  is  partly  affected  by  hospital 
behavior  that  may  represent  only  business  strategy  and  results  in  weights  that  could 
adversely  affect  various  institutions. 

Charge-based  weights  result  in  higher  weights  for  surgical  DRGs  and  lower  weights  for 
medical  DRGs  than  cost-based  weights.  They  also  result  in  higher  payments  for  urban 
hospitals  and  teaching  hospitals  than  would  be  the  case  with  cost-based  weights.  The 
distributional  effects  of  cost-based  weights  thus  seem  to  be  more  consistent  with  current 
directions  in  PPS  payment  policy. 

Cost-based  weights  would  not  be  as  sensitive  to  hospital  pricing  practices  as  are  charge- 
based  weights.  They  also  would  remove  the  effects  of  direct  medical  education  and  capital 
costs.  These  costs  are  recognized  separately  from  by  the  PPS  payment  rate  but  cannot  be 
removed  from  the  charge  data.  Although  the  Commission  recognizes  the  shortcomings  of 
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the  current  methodology  for  estimating  case-level  costs,  we  assert  that  the  cost-based 
approach  to  the  recalibration  of  the  DRG  weights  is  the  preferred  approach. 

Adjustment  of  DRG  Weights  for  Effects  of  Grouper  Changes  ~  The  Secretary  reduced  the 
DRG  weights  by  1.22  percent,  claiming  that  this  reduction  was  necessary  to  account  for 
case-mix  increase  due  solely  to  changes  in  the  Grouper. 

Adjusting  for  the  effect  of  changes  in  the  Grouper  is  only  a  part  of  the  larger  issue  of  how 
to  account  for  case-mix  change  under  PPS.  Each  year,  the  Commission  explicitly  considers 
the  effects  of  real  changes  in  the  case-mix  index,  upcoding  and  changes  in  within-DRG  case 
complexity  in  developing  its  recommendation  on  the  update  of  the  PPS  rates.  By 
incorporating  case-mix  change  into  its  update  recommendation,  the  Commission  can  account 
for  the  effects  of  both  real  changes  and  those  due  to  upcoding,  and  adjust  hospital  payments 
appropriately. 

The  reduction  in  DRG  weights,  on  the  other  hand,  is  neither  a  complete  nor  an  accurate 
way  to  adjust  for  case-mix  change.  The  Commission  strongly  objects  to  the  additional 
reduction  in  PPS  payments  through  the  adjustment  of  the  DRG  weights. 

INPATIENT  CLASSIFICATION  AND  CASE  MIX 

Reassignment  of  Patients  with  Guillain-Barre  Syndrome  (GBS)  ~  The  Commission 
recommended  that  the  Secretary  reassign  patients  with  GBS  to  DRG  20  (nervous  system 
infection  except  viral  meningitis),  DRG  34  (other  disorders  of  nervous  system  with 
complications  or  comorbidities  (CC),  or  create  a  new  DRG.  The  Secretary  has  chosen 
not  to  reclassify  GBS  patients  in  FY  1990.  However,  the  Secretary  agrees  that  these 
patients  consume  more  resources  than  others  in  the  same  DRG  and  has  begun  to  study 
their  costs. 

ProPAC  strongly  believes  that  PPS  must  be  sufficiently  flexible  to  correct  such  payment 
inequities  in  a  timely  fashion.  Serious  consideration  should  be  given  to  ways  of  improving 
payments  for  these  patients. 

Mechanical  Ventilation  -  Diseases  and  Disorders  of  the  Respiratory  System  (MDC  4)~ 
The  Commission  continues  to  be  concerned  about  costly  tracheostomy  and  mechanical 
ventilation  cases  outside  of  MDC  4,  and  encourages  the  Secretary  to  develop  more 
appropriate  classification  of  these  cases. 

Acute  Myocardial  Infarction  (AMI)  ~  New  Codes  ~  The  Commission  supports  the 
Secretary's  institution  of  new  fifth-digit  codes  for  cases  of  myocardial  infarction  (MI). 
These  codes  would  identify  non-acute  MI  cases  currently  assigned  to  DRGs  121  and  122 
(circulatory  disorders  with  AMI  and  cardio-vascular  complication  discharged  alive  with  or 
without  CC)  and  reassign  them  to  a  more  appropriate  DRG  in  terms  of  both  clinical 
characteristics  and  resource  use.  This  action  would  also  result  in  more  appropriate  payment 
weights  in  the  long  run  for  acute  MI  cases  assigned  to  these  DRGs. 
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The  Commission  is  concerned,  however,  about  short-term  payment  inequities  that  would 
persist  in  the  interim  period  for  cases  remaining  in  these  DRGs.  The  FY  1990  weights  for 
DRGs  121  and  122  are  based  on  all  cases  currently  assigned  to  these  DRGs,  which  include 
both  acute  and  non-acute  MI  cases.  These  non-acute  cases  have  much  lower  resource  use 
compared  with  acute  cases.  Including  them  in  the  calculation  of  the  weights  results  in  lower 
payments  for  acute  cases.  The  non-acute  cases  will  likely  receive  more  appropriate 
payments,  since  they  will  be  reassigned  to  more  appropriate  DRGs.  The  cases  remaining 
in  these  DRGs  will  be  more  clinically  homogeneous  and  more  costly.  However,  until 
recalibration  for  FY  1991,  their  payment  weights  will  partially  the  reflect  lower  costs  of  the 
non-acute  cases. 

Refinement  of  Complications  and  Comorbidities  List  -The  Secretary  implemented  a  limited 
revision  of  the  CC  exclusions  list,  which  would  correct  errors  in  the  list  and  both  add  and 
delete  a  number  of  CCs.  A  number  of  four-digit  codes  were  deleted  and  replaced  with 
more  specific  five-digit  codes.  The  Commission  supports  the  Secretary's  refinement  and 
revision  of  the  CC  list. 

DRG  Refinements  -  The  Commission  recommended  that  the  Secretary  begin  immediately 
to  thoroughly  evaluate  the  potential  consequences  of  adopting  the  DRG  refinements 
developed  by  Yale  University.  Preliminary  results  indicate  that  these  refinements 
substantially  improve  the  ability  of  the  DRGs  to  distinguish  patients  who  are  expected  to 
have  relatively  high  or  low  resource  needs  from  other  patients. 

The  Secretary  agrees  that  a  full  assessment  of  the  DRG  refinements  is  necessary.  The 
Commission  will  work  with  the  Secretary  in  this  effort. 

IMPROVING  THE  COST  DATA  USED  FOR  DECISION  MAKING 

The  Commission  recommended  that  the  Secretary  initiate  the  developmental  work  necessary 
to  secure  the  future  role  of  the  Medicare  Cost  Report  as  a  vital  information  source  for 
payment  policy  evaluation  and  decision  making.  Efforts  to  improve  the  cost  report  should 
also  minimize  the  administrative  burden  on  hospitals,  fiscal  intermediaries,  and  the  Health 
Care  Financing  Administration  (HCFA). 

ProPAC  believes  that  the  goals  of  HCFA's  cost  reporting  demonstration  project  do  not 
encompass  a  broad  examination  of  the  current  cost  report.  This  examination  must  begin 
with  a  determination  of  the  data  needed  to  support  future  decision  making,  and  then 
reconcile  these  needs  with  the  desire  for  data  consistency,  accuracy  and  timeliness,  as  well 
as  reduced  reporting  burden. 
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AMBULATORY  SURGERY  PAYMENT 


Medicare  Payment  for  Hospital  Outpatient  Surgery  —  The  Commission  recommended 
that,  as  an  interim  measure,  Medicare  payment  for  hospital  outpatient  (OPD)  surgery  be 
entirely  prospective.  The  Secretary  disagreed  with  this  recommendation.  The  Secretary's 
disagreement  is  based  on  two  stated  principles  ~  first,  that  Medicare  outlays  should  be  no 
greater  under  the  proposed  system  than  under  current  law;  and  second,  that  payment 
differences  between  OPDs  and  freestanding  ambulatory  surgery  centers  (ASCs)  should  be 
based  on  justifiable  cost  differences. 

The  Commission  agrees  with  these  basic  principles  and  believes  that  its  recommended 
approach  is  consistent  with  the  Secretary's  goals.  ProPAC's  approach  calls  for  a 
fundamental  change  in  Medicare  payment  for  hospital  outpatient  surgery  ~  an  entirely 
prospective  amount,  including  capital.  We  believe  that  such  a  change  is  essential  for 
achieving  many  of  the  system  goals  that  ProPAC,  the  Secretary,  and  the  Congress  share. 
Fully  prospective  payments  give  hospitals  an  opportunity  to  earn  a  profit  or  risk  a  loss, 
thereby  rewarding  increased  efficiency.  Further,  a  policy  based  on  prospective  rates  allows 
for  controlling  the  growth  of  payments  through  an  annual  updating  process. 

Beneficiary  Liability  for  Hospital  Outpatient  Surgery  -  The  Commission  further 
recommended  that  the  method  for  calculating  Part  B  coinsurance  for  OPD  surgery  be 
modified.  The  Commission  believes  that  the  current  policy,  which  computes  coinsurance 
on  the  basis  of  submitted  charges,  unfairly  penalizes  the  beneficiary.  The  Secretary  stated 
that,  since  it  is  not  adopting  the  proposed  payment  changes,  this  recommendation  cannot 
be  implemented. 

EVALUATION  OF  PRO  REVIEW  AND  QUALITY  OF  CARE 

The  Commission  recommended  that  a  thorough  examination  of  the  impact  of  PROs  on 
quality  of  care  for  Medicare  beneficiaries  be  undertaken.  The  Secretary  indicated  that 
several  evaluation  processes  are  in  place  for  assessing  the  effectiveness  of  PROs.  The 
Commission  supports  efforts  underway  to  develop  the  means  to  monitor  the  outcomes  of 
refinement  to  current  PRO  review  activities.  However,  ProPAC  believes  the  Secretary 
needs  to  continue  to  study  ways  of  modifying  and  improving  current  review  activities. 
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SECTION  I. 


INTRODUCTION 

In  1983,  Congress  enacted  a  major  reform  in  Medicare  payment  policy:  the  prospective 
payment  system  (PPS).  PPS  is  a  system  of  prospectively  set  prices  that  is  updated  annually, 
with  certain  adjustments  to  meet  policy  goals  and  to  account  for  conditions  beyond  the 
control  of  individual  hospitals.  The  system,  which  altered  payment  of  inpatient  hospital 
services  for  Medicare  beneficiaries,  offers  opportunities  and  challenges  to  the  government 
and  to  providers  of  health  care  services. 

Concerned  about  the  need  to  monitor  and  update  the  new  system,  Congress  established 
the  Prospective  Payment  Assessment  Commission  (ProPAC)  in  Public  Law  98-21  -  the 
same  legislation  that  created  PPS.  ProPAC  provides  the  executive  and  legislative  branches 
of  the  government  with  analysis  and  advice  on  PPS  issues.  The  Commission  is  an 
independent  agency,  with  17  members  appointed  by  the  congressional  Office  of  Technology 
Assessment.  Commissioners  with  expertise  in  health  care  delivery,  financing,  and  research 
provide  advice  on  the  functioning  of  the  hospital  payment  system  through  reports  and 
recommendations  to  the  Secretary  of  Health  and  Human  Services  and  to  the  Congress. 

Established  as  an  adviser  to  both  the  Secretary  and  the  Congress,  ProPAC  has  steadily 
become  more  involved  in  advising  Congress  through  the  development  and  presentation  of 
analytic  studies  and  reports.  The  Commission  has  maintained  its  independence  by  stressing 
an  analytic  approach  in  developing  its  reports  and  recommendations.  While  the 
Commission  recognizes  the  importance  of  fiscal  constraints  facing  the  government,  it  leaves 
the  larger  decisions  related  to  overall  budget  priorities  to  the  Administration  and  the 
Congress. 

This  report  provides  the  Commission's  views  on  the  regulatory  adjustments  made  to  PPS 
by  the  Secretary  for  fiscal  year  1990.  ProPAC's  recommendations  in  its  March  1,  1989 
Report  and  Recommendations  to  the  Secretary  were  considered  by  the  Secretary,  as  required 
by  statute.  His  response  to  the  recommendations  were  described  in  the  proposed  rule 
issued  May  8,  1989. 

The  Secretary  issued  the  final  rule  on  adjustments  to  PPS  September  1,  1989.  These 
regulations,  in  general,  are  effective  for  discharges  or  cost  reporting  periods  beginning  on 
or  after  October  1,  1989. 

The  Commission  has  been  pleased  with  the  Secretary's  response  to  some  of  the  recommen- 
dations made  over  the  past  five  years.  The  recommendations  adopted  by  the  Secretary 
include  the  following: 

Hospital  Market  Basket  ~  The  Secretary  implemented  additional  occupational 
categories  and  rebased  the  market  basket  weights  as  recommended  in  1985. 
In  addition,  a  feasibility  study  of  using  the  employment  cost  index  was 
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evaluated.  Further,  the  Secretary  will  re-examine  the  role  of  hospital  input 
prices  as  recommended  in  1989. 

Area  Wage  Index  ~  The  Secretary  implemented  aspects  of  the  area  wage 
index  as  recommended  by  the  Commission  in  1987.  In  addition,  the  Secretary 
is  collecting  1988  wage  data  as  recommended  in  1989. 

Outlier  Payment  Policy  ~  The  Secretary  implemented  new  outlier  payment 
policies  consistent  with  the  Commission's  recommendation  in  1988. 

DRG  Classification  ~  The  Secretary  implemented  several  of  the  Commission's 
recommendations  regarding  DRG  classification  improvements,  including  the 
reclassification  of  percutaneous  transluminal  coronary  angioplasty  (1985), 
extracorporeal  Shockwave  lithotripsy  (1986),  lymphomas  and  leukemia  (1986), 
upper  extremity  procedures  (1986),  and  elimination  of  age  in  most  cases  as 
a  variable  for  DRG  assignment  (1987). 

Rural  Hospitals  ~  The  Secretary  implemented  several  recommendations 
including:  volume  protection  to  small  rural  hospitals  (1987),  evaluation  of 
sole  community  hospital  policies  (1988),  designation  criteria  for  sole 
community  hospitals  (1988),  research  on  rural  health  care  issues  (1989). 

In  addition,  the  Secretary  continues  to  work  closely  with  ProPAC  in  several  areas.  For 
instance,  both  organizations  are  jointly  funding  a  research  project  that  involves  reabstracting 
medical  records  to  improve  our  understanding  of  case-mix  change.  In  addition,  ProPAC 
and  the  Secretary  are  working  on  improving  cost  data  used  for  decision  making  and 
measurement  of  case  mix. 

Several  of  the  Commission's  recommendations,  while  not  implemented  by  the  Secretary, 
were  legislated  by  Congress.  These  recommendations  include: 

Disproportionate  Share  Adjustment  (1985)  ~  This  adjustment  was  enacted 
by  Congress  in  1986. 

Annual  Recalibration  of  DRG  Weights  (1985)  ~  As  a  result  of  legislation, 
the  Secretary  is  required  to  recalibrate  DRG  weights  annually. 

PRO  Review  of  Outpatient  Surgery  (1986)  ~  Review  of  certain  procedures 
was  mandated  by  Congress. 

Recalculating  the  Inpatient  Deductible  (986)  ~  Congress  revised  the  formula 
for  calculating  the  inpatient  deductible. 

While  the  Commission  is  pleased  by  these  efforts,  there  are  other  areas  that  continue  to 
cause  concern.  As  the  responsibility  initially  assigned  to  the  Secretary  to  update  payment 
rates  has  shifted,  so  has  the  depth  of  analytic  and  quantitative  data.  For  instance,  ProPAC 
developed  and  has  followed  a  uniform  format  for  considering  elements  that  should  be 
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reviewed  in  the  context  of  the  update  factor.  The  Secretary  initially  provided  some  detail 
on  the  basis  of  the  update  factor  decision  making  in  the  fiscal  year  1985  regulation,  but 
analytic  justification  for  the  update  and  payment  amount  decisions  has  diminished  in 
subsequent  annual  PPS  regulations.  The  Commission  regrets  that  the  Secretary  has  chosen 
to  eliminate  the  development  of  quantitative  and  analytic  justification  for  decision  making. 
This  lack  of  justification  may  reflect  the  fact  that  the  budget  has  increasingly  driven  decision 
making  by  both  the  Secretary  and  the  Congress. 

In  addition,  ProPAC  strongly  believes  that  the  Secretary  must  ensure  that  PPS  is  sufficiently 
flexible  to  correct  payment  inequities  in  a  timely  fashion.  This  concern  is  based  on  several 
problems  identified  with  patient  classification,  such  as  patients  with  Guillian-Barre 
syndrome. 

The  remainder  of  this  report  is  divided  into  the  following  sections: 

Updating  payment  rates  for  inpatient  services; 
Adjustments  to  the  PPS  payment  formula; 
Rural  hospitals; 

Recalibration  of  DRG  relative  weights; 

Patient  classification  and  case  mix; 

Improving  the  cost  data  used  for  decision  making; 

Ambulatory  surgery  payment;  and 

Evaluation  of  PRO  review  and  quality  of  care. 

Appendixes  to  this  report  contain  a  summary  of  fiscal  year  1990  regulations,  a 
comparison  of  Commission's  recommendation  and  final  regulations,  DRG  weight  changes 
from  fiscal  year  1989  to  fiscal  year  1990,  and  biographical  sketches  of  the  Commissioners. 
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CHANGES  FOR  FISCAL  YEAR  1990 


SECTION  II. 

UPDATING  PAYMENT  RATES  FOR  INPATIENT  SERVICES 


In  the  Omnibus  Budget  Reconciliation  Act  of  1986  (OBRA  1986),  Congress  assumed  the 
authority  for  updating  both  the  payment  rate  for  hospitals  under  the  prospective  payment 
system  (PPS)  and  for  setting  the  target  rate  of  increase  for  hospitals  and  hospital  units 
excluded  from  PPS.  Current  law  requires  that  the  update  in  the  prospective  payment  rates 
and  the  target  ceiling  rates  be  equal  to  the  increase  in  the  market  basket,  which  is  a 
measure  of  the  change  in  hospital  input  costs.  The  projected  market  basket  increase  for 
fiscal  year  1990  is  5.5  percent.  The  Secretary  is  also  required  to  publish  a  proposed  update 
factor,  taking  into  consideration  the  recommendation  of  ProPAC,  by  May  1  of  each  year 
and  a  final  update  recommendation  by  September  1. 

A       PPS  Update  Factor 

The  Secretary  recommends  an  average  update  that  is  consistent  with  the  Administration's 
budget  proposal,  equal  to  the  market  basket  increase  minus  1.5  percent.  In  addition,  the 
Secretary  is  adjusting  the  DRG  relative  weights  for  the  effect  of  changes  in  the  Grouper 
program  on  the  case-mix  index.  This  amounts  to  a  further  administrative  reduction  in  per- 
case  payment  rates  of  1.22  percent.  The  total  net  effect  of  the  Secretary's  proposal  is  to 
update  the  PPS  rates  by  2.78  percent,  or  market  basket  minus  2.72  percent. 

The  Secretary  also  recommends  higher  updates  for  hospitals  located  in  rural  areas  and 
large  urban  areas.  However,  the  Secretary  does  not  specify  what  these  updates  should  be. 


The  Commission  believes  that  the  update  recommended  by  the  Secretary,  in  combination 
with  the  reduction  in  the  DRG  relative  weights,  will  result  in  PPS  rates  that  are  insufficient 
to  maintain  a  fair  level  of  payment  for  hospitals  under  PPS. 

The  aggregate  PPS  operating  margin  is  projected  to  be  zero  or  below  for  fiscal  year  1989, 
with  a  majority  of  hospitals  expected  to  be  experiencing  negative  PPS  margins.  The 
Commission  believes  that  the  Secretary's  recommendation  may  place  many  hospitals  in 
further  financial  jeopardy  and  threatens  the  basic  objectives  of  PPS.  Furthermore,  the 
Commission  believes  that  the  impact  of  this  recommendation  on  the  quality  of  care 
provided  to  Medicare  beneficiaries  and  their  access  to  health  care  services  needs  to  be 
considered. 

Moreover,  while  the  Secretary  listed  in  the  final  rule  five  factors  he  considered  in 
developing  the  update  recommendation,  it  is  unclear  how  these  factors  were  used.  The 
Commission  believes  the  Secretary  should  use  a  logical  and  consistent  framework  for 
developing  his  update  recommendations.   Without  this  type  of  framework,  there  is  the 
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danger  that  the  recommendation  could  be  interpreted  as  arbitrary  and  driven  solely  by 
budgetary  considerations. 

The  Commission's  original  update  factor  recommendation,  contained  in  the  March  1,  1989 
Report  and  Recommendations  to  the  Secretary,  was  based  on  a  market  basket  forecast  of  5.6 
percent  for  FY  1990  and  a  0.6  percent  correction  for  FY  1989  forecast  error.  As  a  result, 
the  Commission  recommended  an  average  update  factor  of  4.9  percent.  The  update  factor 
for  hospitals  in  rural  areas  would  have  been  5.6  percent,  in  large  urban  areas  5.0  percent, 
and  in  other  urban  areas  4.5  percent.  The  revised  market  basket  forecast  was  subsequently 
lowered  to  5.5  percent  with  the  elimination  of  the  forecast  error  correction. 

Therefore,  the  Commission's  update  factor  recommendation,  based  on  the  market  basket 
forecast  in  the  final  rule,  averages  4.1  percent  (see  Table  1).  The  update  for  hospitals  in 
rural  areas  would  be  4.8  percent,  and  for  hospitals  in  large  urban  areas  and  other  urban 
areas,  4.2  percent  and  3.7  percent,  respectively. 

Table  1. Estimated  PPS  Update  Factors  for  Fiscal  Year 
1990  Under  ProPAC  Recommendations,  Modified  in 
September  1989  for  Revised  Market  Basket  Forecast 

Total  Update  Factor 


Average  update  factor  4.1% 

Large  Urban  4.2 

Other  Urban  3.7 

Rural  4.8 


Components  of  the  Update  Factor 

Components  applied  to  all  hospitals: 

Revised  fiscal  year  1990  market  basket  forecast*  5.5% 


Correction  for  fiscal  year  1989  forecast  error  0.0 

Components  of  discretionary  adjustment  factor 

Scientific  and  technological  advancement  - 

Productivity  - 

Total  discretionary  adjustment  factor  0.0 

Case-mix  change 

Total  DRG  case-mix  index  change  -3.0 

Real  DRG  case-mix  index  change  1 .5 

Within-DRG  patient  complexity  0.8 

Net  adjustment  for  case  mix  change  -0.7 

Components  applied  to  urban  hospitals  only: 

Third-year  phased  reduction  to  standardized  amounts 

Adjustment  for  large  urban  areas  -0.8 

Adjustment  for  other  urban  areas  -0.8 

Urban  population  differential 

Adjustment  for  large  urban  areas  0.2 

Adjustment  for  other  urban  areas  -0.3 


'Market  basket  forecast  is  HCFA  market  basket,  not  the  one  based  on  the  Commission's  market 
basket  recommendation. 
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B.      Market  Basket 


The  hospital  market  basket  measures  the  prices  of  goods  and  services  purchased  by 
hospitals.  The  Commission  recommended  that  the  hospital  industry  wage  portion  of  the 
market  basket  be  increased  to  better  reflect  changes  in  hospital  and  other  labor  markets. 
This  recommendation  would  increase  the  internal  wage  share  of  the  hospital  occupational 
index. 

The  Commission  is  pleased  that  the  Secretary  will,  as  part  of  the  next  periodic  rebasing 
of  the  market  basket,  re-examine  the  role  of  hospital  input  prices.  The  current  market 
basket  gives  inadequate  recognition  to  the  unique  characteristics  of  the  hospital  labor 
market.  Giving  equal  weight  to  hospital  and  non-hospital  wage  measures  would  more 
appropriately  reflect  changes  in  the  markets  in  which  hospitals  must  establish  their  wage 
and  benefit  levels.  The  Commission,  therefore,  strongly  encourages  the  Secretary  to  adopt 
its  recommendation  on  revising  the  market  basket  structure. 


C.      Update  Factor  for  Excluded  Hospitals  and  Distinct-Part  Units 

Certain  types  of  hospitals  and  distinct-part  units  are  excluded  from  PPS.  These  hospitals 
and  units  are  reimbursed  on  the  basis  of  cost,  subject  to  target  limits  enacted  in  the  Tax 
Equity  and  Fiscal  Responsibility  Act  of  1982  (TEFRA).  Like  PPS  rates,  the  increases  in 
the  target  rates  are  set  annually. 

The  Secretary  recommends  that  the  target  rate  of  increase  for  excluded  hospitals  and 
distinct-part  units  be  higher  than  the  recommended  average  PPS  update,  which  is  equal 
to  the  market  basket  increase  minus  1.5  percentage  points.  The  Secretary,  however,  does 
not  specify  what  it  should  be. 

The  Commission  agrees  with  the  Secretary  that  an  update  greater  than  market  basket 
increase  minus  1.5  percentage  points  is  warranted  for  these  hospitals.  The  Commission 
believes  this  update  should  equal  the  increase  in  their  own  market  basket  (except  for 
pediatric  facilities,  for  which  the  update  should  equal  the  PPS  market  basket  increase). 
The  Commission  is  pleased  that  the  Secretary  is  evaluating  the  impact  of  a  separate  PPS- 
exempt  market  basket. 

Furthermore,  the  Commission  believes  an  assessment  of  the  impact  and  effectiveness  of 
the  TEFRA  program  is  warranted.  Data  are  not  currently  available  on  changes  in  costs 
and  payments  for  these  facilities.  The  Commission  plans  to  examine  this  issue  and  looks 
forward  to  working  with  the  Secretary  in  this  effort. 
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SECTION  III. 


ADJUSTMENTS  TO  THE  PPS  PAYMENT  FORMULA 


Under  PPS  the  basic  prospective  payment  rate  is  adjusted  to  reflect  certain  additional 
factors  that  affect  costs.  Payments  to  hospitals  with  approved  medical  education  programs 
are  adjusted  to  account  for  the  indirect  cost  of  these  programs.  Hospitals  that  serve  a 
disproportionate  share  of  low  income  patients  also  receive  additional  payments.  Further, 
hospital  payments  are  adjusted  to  reflect  differing  wage  markets.  Moreover,  additional 
amounts  are  paid  to  hospitals  for  atypical  cases.  This  section  describes  some  of  these 
adjustments.  Special  adjustments  made  to  rural  hospitals'  payments  are  summarized  later. 

A.  Indirect  Medical  Education  Adjustment 

Under  PPS,  teaching  hospitals  receive  an  adjustment  to  their  payments  based  on  their  level 
of  teaching  effort.  This  adjustment  recognizes  the  higher  costs  associated  with  teaching. 
Some  factors  contributing  to  these  higher  costs  are  more  severely  ill  patients,  the  greater 
use  of  ancillary  services,  location  in  inner  cities,  and  a  more  costly  mix  of  staffing  and 
facilities. 

In  its  1988  report  to  the  Secretary  of  Health  and  Human  Services,  the  Commission 
recommended  that  the  indirect  costs  of  medical  education  should  be  accommodated  in  the 
PPS  structure  through  an  empirically-derived  payment  adjustment.  The  Commission 
stressed  that  since  PPS  has  moved  to  fully  national  rates,  sources  of  hospital  cost  variation 
are  recognized  to  a  lesser  degree  in  the  basic  payment  to  hospitals.  Equity  of  payments  to 
hospitals  has  therefore  become  increasingly  dependent  on  the  use  of  payment  adjustments 
founded  in  sound  data  analysis. 

In  keeping  with  its  1988  recommendation,  the  Commission  analyzed  the  effect  of  teaching 
effort  on  Medicare  costs.  Statistical  analysis  conducted  by  ProPAC  found  that  after 
controlling  for  case-mix,  area  wages,  urban/rural  location,  outlier  payments,  and  low-income 
patient  share,  Medicare  costs  per  case  for  teaching  hospitals  were  on  average  4.4  percent 
higher  than  for  nonteaching  hospitals  for  every  increment  of  0.1  in  the  number  of  interns 
and  residents  per  bed.  This  analysis  used  hospital  cost  data  from  the  PPS3  Medicare  Cost 
Report  file,  the  most  recent  file  available  at  the  time,  and  a  simulation  model  reflecting 
fiscal  year  1989  PPS  payment  rules. 

Analysis  has  shown  that  through  the  third  year  of  PPS,  teaching  hospitals  had  significantly 
higher  PPS  margins  than  nonteaching  hospitals.  However,  the  Commission  believes  it  is 
important  to  consider  the  overall  financial  position  of  institutions  that  serve  Medicare 
beneficiaries,  in  addition  to  Medicare  operating  margins,  when  developing  Medicare 
payment  policy.  Examination  of  more  recent  data  on  overall  financial  status  shows  that 
major  teaching  hospitals  have  considerably  lower  total  margins  than  minor  teaching  and 
nonteaching  hospitals.  Concern  about  the  impact  of  precipitously  lowering  payments  to 
teaching  hospitals  led  the  Commission  to  recommend  only  one-third  of  the  total  reduction 
implied  by  the  current  empirical  estimate. 
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The  Commission,  therefore,  recommended  that  the  Secretary  seek  legislation  to  reduce 
the  indirect  medical  education  (IME)  adjustment  from  its  current  level  of  7.7  percent  to 
6.6  percent  for  FY  1990.  This  reduction  should  be  implemented  in  a  budget  neutral 
fashion,  with  the  savings  returned  to  all  hospitals  through  corresponding  increases  in  the 
standardized  payment  amounts.  Further,  the  Commission  believes  that  continued  evaluation 
of  the  level  of  the  teaching  adjustment  is  necessary  prior  to  any  further  change. 

The  Secretary  agrees  with  the  Commission  that  the  IME  adjustment  should  be  reduced. 
However,  the  Secretary  believes  it  should  be  reduced  immediately  to  4.05  percent.  The 
Secretary  cites  a  1985  study  conducted  by  the  Congressional  Budget  Office  (CBO)  that 
shows  the  average  cost  per  Medicare  discharge  increases  by  4.05  percent  for  every  increase 
of  0.1  in  the  intern/resident  to  bed  ratio. 

In  addition,  the  Secretary  believes  that  teaching  hospitals  have  fared  exceptionally  well 
under  PPS,  as  evidenced  by  their  PPS  operating  margins,  and  therefore  are  able  to  absorb 
the  full  reduction  in  the  IME  adjustment.  Further,  the  Secretary  believes  that  payment  to 
other  hospitals  is  adequate,  and  that  any  change  in  the  IME  adjustment  should  not  be 
implemented  in  a  budget  neutral  fashion. 

The  Commission  is  disappointed  in  the  Secretary's  response  to  its  recommendation.  The 
Commission  strongly  believes  that  the  teaching  adjustment  should  be  based  on  an 
empirically-derived  estimate  of  the  relationship  between  teaching  effort  and  Medicare  cost 
per  case,  using  the  most  recent  cost  data  available.  However,  while  the  Secretary's 
recommendation  falls  within  the  range  of  estimates  reported  in  recent  analyses  by  CBO 
and  the  General  Accounting  Office,  the  broader  implications  of  such  a  reduction  must  also 
be  considered. 

Further,  the  Commission  believes  that  in  order  to  ensure  equitable  distribution  of  payments 
to  hospitals,  a  reduction  in  payments  to  teaching  hospitals  through  the  IME  adjustment 
should  be  accompanied  by  a  redistribution  of  these  dollars  through  corresponding  increases 
in  the  basic  payment  rates  for  all  hospitals.  If  this  budget  neutrality  adjustment  is  not 
made,  then  the  average  payment  to  all  hospitals  would  be  inappropriately  lowered. 

Finally,  the  Commission  believes  that  sound  payment  policy  under  PPS  necessitates  the 
gradual  lowering  of  the  IME  adjustment.  The  Commission  intends  to  continue  its  analysis 
of  the  relationship  between  teaching  effort  and  Medicare  cost  per  case.  It  will  annually 
assess  whether  the  teaching  adjustment  should  be  lowered  further. 

B.  Area  Wage  Index 

The  area  wage  index  is  used  to  adjust  PPS  payments  to  hospitals  according  to  geographic 
variations  in  wage  levels.  The  Commission  recommended  that  the  Secretary  collect  more 
current  data  on  hospital  wages  and  hours  of  employment  and  use  these  data  to  update  the 
wage  index  for  fiscal  year  1990.  In  addition,  the  Commission  urged  the  Secretary  to 
develop  a  mechanism  for  obtaining  accurate  hospital  wage  data  annually. 
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The  Secretary  changed  the  data  base  for  computing  the  area  wage  index  from  a  blend  of 
1982  and  1984  data  to  exclusively  1984  data.  In  addition,  the  Secretary  developed  two 
survey  forms  to  collect  data  for  the  FY  1991  update  of  the  wage  index,  as  required  by 
OBRA  1987.  However,  before  implementing  this  updated  wage  index  or  deciding  about 
future  collection  of  data  by  occupational  categories  and  incorporating  future  wage  survey 
forms  into  the  hospital  cost  report,  the  Secretary  solicited  comments  on  issues  including, 

Should  the  wage  index  include  data  on  contracted  labor? 

Which  fringe  benefits  should  be  included  in  the  wage  index,  and  how  should  they 
be  valued? 

If  occupational  data  were  collected,  what  formula  or  methodology  should  be  used 
in  calculating  an  occupational  mix  index? 

Should  the  survey  form,  HCFA  Form  2561,  be  incorporated  into  the  hospital  cost 
report? 


In  a  letter  to  HCFA  dated  September  28,  1989,  the  Commission  stated  its  belief  that 
variations  in  hospital  occupational  mix  across  labor  market  areas  may  lead  to  a  significant 
bias  in  the  wage  index.  A  rough  estimate  of  this  effect  may  be  obtained  from  1980  Census 
data.  While  these  data  are  limited,  they  may  provide  a  useful,  although  conservative,  test 
of  the  need  for  an  occupational  mix  adjustment  to  the  wage  index. 

As  a  result,  the  Commission  recommended  an  assessment  of  whether  the  benefits  of  an 
occupational  mix  adjustment  outweigh  the  burden  of  regular  data  collection.  The 
Commission  will  investigate  this  issue  over  the  next  few  months  and  share  its  our  findings 
with  the  Secretary. 

C.      Outlier  Payment  Policy 

The  Commission  recommended  in  an  earlier  report  that  payment  for  outlier  cases  that 
qualify  as  both  day  and  cost  outliers  be  based  on  the  method  that  provides  the  greatest 
reimbursement.  The  Secretary  agreed  and  implemented  this  change  beginning  in  fiscal 
year  1988. 

Additional  amounts  are  paid  to  hospitals  for  atypical  cases  (outliers)  which  have  either 
extremely  long  stays  (day  outliers)  or  extraordinary  costs  (cost  outliers)  relative  to  other 
cases  in  the  same  DRG.  These  payments  are  intended  to  provide  compensation  to  hospitals 
that  treat  such  cases.  Payments  for  outlier  cases  are  based  on  a  marginal  cost  factor. 
Payments  for  cost  outliers  are  computed  by  multiplying  the  marginal  cost  factor  (75  percent) 
times  the  difference  between  adjusted  charges  and  the  cost  thresholds.  Payments  for  day 
outliers  are  derived  by  multiplying  the  marginal  cost  factor  (60  percent)  times  the  per  diem 
federal  DRG  rate  for  each  day  beyond  the  length  of  stay  threshold.  Some  cases  qualify  as 
both  day  and  cost  outliers  (dual  outliers).  Payment  for  dual  outliers  is  determined  based 
on  the  method  that  provides  the  greatest  reimbursement. 
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The  Secretary  continued  to  set  outlier  thresholds  so  that  estimated  outlier  payments  equal 
5.1  percent  of  total  PPS  payments.  The  fiscal  year  1990  thresholds  for  day  outlier  cases  are 
the  geometric  length  of  stay  for  each  DRG  plus  the  lesser  of  28  days  or  3  standard 
deviations;  for  cost  outlier  cases,  the  greater  of  2.0  times  the  DRG  payment  rate  or  $34,000. 

These  thresholds  are  expected  to  maintain  the  current  outlier  payment  split,  with  34  percent 
of  cases  being  paid  using  the  cost  outlier  methodology  and  66  percent  using  the  day  outlier 
methodology.  As  a  percent  of  outlier  payment,  46.2  percent  would  be  for  day  outlier  cases, 
and  53.8  for  cost  outlier  cases.  This  payment  split  is  consistent  with  the  Commission's 
recommendation. 

D.     Burn  Outlier  Payment  Policy 

Concerned  with  the  adequacy  of  payment  for  burn  outlier  cases,  Congress  increased  the 
marginal  cost  factor  for  these  cases  to  90  percent  for  both  day  and  cost  outliers  in  OBRA 
1987.  This  change  was  temporary  and  expired  at  the  end  of  fiscal  year  1989. 

The  Commission  recommended,  as  an  interim  measure,  that  burn  outlier  cases  be  paid 
under  a  cost-only  outlier  policy.1  Our  analysis  indicated  that  this  method  better  reflects 
differences  between  resource  use  in  specialized  burn  centers  and  other  PPS  hospitals. 
While  the  Secretary  noted  that  this  recommendation  may  target  more  burn  outlier  payments 
to  specialized  burn  treatment  centers,  he  does  not  have  the  authority  to  eliminate  day 
outlier  payments.  However,  the  Secretary  notes  that  specialized  burn  centers  tend  to  treat 
more  cases  qualifying  as  cost  outliers  and  that  a  higher  marginal  cost  factor  is  appropriate. 

The  Secretary  modified  the  payment  policy  for  burn  outlier  cases.  This  policy  will  pay 
cost  outlier  cases  at  90  percent  of  the  marginal  cost  factor  (higher  than  the  75  percent 
used  for  other  cost  outlier  cases),  and  will  reduce  day  outlier  payments  from  90  to  60 
percent  of  the  marginal  cost  factor  (equal  to  other  day  outlier  cases).  Dual  outlier  cases 
will  be  reimbursed  under  the  method  that  provides  the  greatest  payment. 

The  Commission  agrees  that  the  Secretary's  change  is  an  improvement  over  current  law. 
Our  analysis  found  that  this  method  reduced  the  losses  associated  with  treating  burn  cases 
at  specialized  centers. 


1  Report  to  Confess  and  the  Secretary  of  the  Department  of  Health  and  Human 
Services  on  Outlier  Payment  Alternatives  for  Burn  Cases,  Prospective  Payment  Assessment 
Commission,  July  1988. 
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SECTION  rv. 


RURAL  HOSPITALS 


The  Commission  is  concerned  about  the  problems  affecting  rural  hospitals  and  the  rural 
health  care  system,  as  well  as  the  implications  of  these  problems  for  access  to  needed 
health  care. 

In  its  March  1986  recommendations,  the  Commission  noted  that  its  preliminary  studies 
indicated  potential  problems  in  the  treatment  of  rural  hospitals  under  PPS.  ProPAC  urged 
the  Secretary  to  evaluate  and,  where  appropriate,  modify  payment  policies  for  rural 
hospitals.  Since  that  time,  the  Commission  has  recommended  several  modifications  to  PPS 
that  have  assisted  rural  hospitals.  For  example,  the  Commission  recommended  higher 
update  factors  for  rural  hospitals;  an  extension  of  the  volume  adjustment  to  rural  hospitals 
eligible  for  sole  community  hospital  designation;  and  clarification  of  other  sole  community 
hospital  provisions. 

The  Commission's  analytic  work  also  has  been  made  available  to  others  seeking  solutions 
to  rural  hospital  payment  problems.  For  example,  the  change  from  hospital-weighted  to 
discharge  weighted  standardized  amounts,  which  was  implemented  in  FY  1988,  raised  rural 
hospital  payments  approximately  3  percent.  This  change  was  based  entirely  on  the  technical 
work  of  the  Commission.  Similarly,  the  separate  financing  of  outlier  payments  for  urban 
and  rural  hospitals,  adopted  in  FY  1987,  was  based  on  the  Commission's  analysis  of  the 
distribution  of  outlier  payments.  Furthermore,  ProPAC  commissioned  a  study  by 
SysteMetrics  that  examined  the  travel  distance  between  rural  hospitals  and  market  share, 
among  other  things.  Findings  from  this  study  have  been  incorporated  in  several  legislative 
proposals  and  in  the  Secretary's  final  rule  on  sole  community  hospitals. 

The  Commission  recognizes,  however,  that  the  problems  facing  rural  hospitals  extend 
beyond  PPS  and  Medicare.  For  this  reason,  the  Commission  has  urged  the  Secretary  to 
pursue  a  comprehensive  approach  in  addressing  the  problems  affecting  rural  health  care. 
The  Commission  is  pleased  that  the  Secretary  also  acknowledges  that  "changes  to  the 
Medicare  program  alone  would  not  be  sufficient  to  assure  essential  access  to  rural  health 
care." 

Sole  Community  Hospitals 

Sole  community  hospitals  (SCHs),  by  reason  of  certain  factors  (including  isolated  location, 
weather  conditions,  or  absence  of  other  hospitals),  provide  the  only  source  of  inpatient 
services  available  within  a  reasonable  geographic  area.  SCHs  are  paid  a  blended 
prospective  payment  rate  of  75  percent  of  the  hospital-specific  amount  plus  25  percent  of 
the  Federal  regional  rate.  In  addition,  the  Secretary  is  required  to  provide  a  payment 
adjustment  to  SCHs  that  experience  a  decrease  in  total  discharges  of  5  percent  or  more  due 
to  circumstances  beyond  their  control.  Hospitals  that  qualify  as  SCHs  but  have  chosen  not 
to  seek  designation  are  also  eligible  for  this  payment  adjustment.  Further,  the  hospital- 
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specific  amount  can  be  adjusted  for  SCHs  that  experience  an  increase  in  operating  costs 
resulting  from  the  addition  of  new  inpatient  facilities  or  services. 

Over  the  past  several  years,  the  Commission  has  recommended  that  the  Secretary  evaluate 
the  adequacy  of  SCH  policies  and  is  pleased  that  the  Secretary  is  undertaking  such  a 
review.  The  Commission  has  been  especially  concerned  about  protecting  Medicare 
beneficiaries'  access  to  care  in  isolated  rural  areas  and  is,  therefore,  generally  supportive 
of  the  Secretary's  efforts  regarding  sole  community  hospitals. 

Last  year  the  Commission  expressed  concern  over  the  stringency  of  the  75  percent  market 
share  test  required  for  SCH  designation.  The  Commission  is  pleased  that  the  Secretary  has 
eliminated  this  requirement  for  hospitals  located  more  than  35  miles  from  a  similar 
hospital.  As  it  has  recommended  in  the  past,  the  Commission  supports  further  evaluation 
and  clarification  of  the  criteria  used  for  SCH  designation. 

The  Commission  also  is  pleased  that  the  Secretary  is  simplifying  the  determination  of  the 
volume  adjustment  for  SCHs.  ProPAC  believes,  however,  that  the  decision  process  should 
be  expedited;  the  time  period  in  which  the  fiscal  intermediary  must  make  its  determination 
should  be  explicitly  shortened  by  at  least  one-third  from  the  current  180-day  period. 

Although  the  Secretary's  final  rule  expands  the  number  of  rural  hospitals  eligible  for  SCH 
designation,  the  larger  issue  of  adequate  payment  for  these  hospitals  remains.  Many 
hospitals  that  could  qualify  for  SCH  status  do  not  seek  designation  because  they  receive 
higher  PPS  payments  under  the  national  rate.  Nevertheless,  many  rural  hospitals,  including 
SCHs,  are  experiencing  substantial  losses  under  PPS.  For  this  reason,  ProPAC  has  called 
on  the  Secretary  to  initiate  a  comprehensive  evaluation  of  the  protection  afforded  isolated 
rural  hospitals  under  current  PPS  policies. 

Beneficiary  Access  to  Care  in  Rural  Areas 

The  Commission  agrees  with  the  Secretary  that  the  rural  health  care  system  is  in  a  period 
of  profound  change.  In  its  March  1989  report,  the  Commission  expressed  its  concern  about 
the  problems  affecting  rural  hospitals  and  the  rural  health  care  system,  as  well  as  the 
implications  of  these  problems  for  access  to  needed  health  care. 

Since  ProPAC's  first  report,  the  Commission  has  called  on  the  Secretary  to  study  and 
evaluate  the  effects  of  PPS  on  rural  hospitals.  The  Commission  is  pleased  that  the 
Secretary  plans  to  undertake  additional  evaluation  of  PPS  payment  policies  for  rural 
hospitals.  The  Commission  plans  to  continue  its  own  analysis  of  the  effects  of  PPS  on 
rural  hospitals  and  on  beneficiary  access  to  care  in  rural  areas.  The  Commission  will  share 
its  findings  with  the  Secretary. 
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Rural  Referral  Centers 


Referral  center  designation  is  intended  to  identify  rural  hospitals  that  offer  specialized 
staff  and  services  and  serve  patients  with  special  needs  from  a  wide  geographic  area. 
Because  of  the  services  and  the  intensity  of  care  provided,  these  hospitals  have  higher  costs 
than  other  rural  hospitals.  Rural  referral  centers  are  paid  the  "other  urban"  standardized 
amount,  adjusted  by  the  applicable  rural  wage  index. 

A  rural  hospital  qualifies  automatically  as  a  rural  referral  center  (RRC)  if  it  has  275  or 
more  beds.  A  rural  hospital  with  fewer  than  275  beds  may  qualify  as  a  RRC  if  it  meets 
criteria  on  patient  travel,  patient  services,  and  volume  of  referrals.  A  hospital  with  fewer 
than  275  beds  may  also  qualify  if  it  meets  mandatory  criteria  regarding  its  case-mix  index 
and  total  number  of  discharges,  as  well  as  one  of  three  criteria  on  staff  specialists,  patient 
travel,  or  volume  of  referrals. 

The  Secretary  is  re-instituting  a  triennial  review  process  to  determine  the  continued 
qualification  of  hospitals  that  have  been  designated  RRCs  for  three  years  or  more.  The 
Secretary  proposed  implementation  of  this  review  process  beginning  in  FY  1987.  However, 
the  Congress  extended  RRC  status  for  three  additional  years,  beginning  October  1,  1986, 
for  hospitals  classified  as  an  RRC. 

Estimates  suggest  that  approximately  one-quarter  of  the  current  RRCs  will  lose  their 
designation  following  the  review.  Hospitals  losing  RRC  designation  will  be  paid  at  the 
rural  rate  rather  than  the  "other  urban"  rate  that  they  currently  receive.  As  a  result, 
payments  to  this  group  of  hospitals  will  be  reduced  $20  million  during  FY  1990. 

The  Commission  believes  that  the  Secretary  should  reevaluate  the  thresholds  enabling  a 
rural  hospital  to  qualify  as  a  rural  referral  center.  Although  the  criteria  RRCs  must  meet 
are  statutorily  required,  both  the  number  of  discharges  and  case-mix  index  should  be 
evaluated  for  their  appropriateness  as  criteria  for  designation.  Furthermore,  the 
Commission  believes  that  changes  in  PPS  policy  should  be  implemented  in  a  budget  neutral 
fashion. 
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SECTION  V. 


RECALIBRATION  OF  DRG  RELATIVE  WEIGHTS 


Recalibration  is  the  process  by  which  the  DRG  weights  are  adjusted  to  reflect  changes  in 
relative  resource  use  among  DRG  categories.  The  recalibrated  weights  are  then  normalized 
or  adjusted  so  that  the  average  weight  of  all  discharges  is  the  same  after  recalibration  as 
it  was  before. 

There  were  two  issues  raised  in  the  final  rule  regarding  recalibration  that  are  discussed  in 
this  section.  One  is  the  Secretary's  use  of  charges  as  the  basis  for  recalibrating  the  DRG 
relative  weights.  The  other  is  the  change  in  the  procedure  for  normalizing  the  DRG 
weights  that  resulted  in  a  1.22  percent  reduction  in  the  weight  for  each  DRG. 

A.  Method  of  Recalibration 

The  Commission  previously  recommended  that  the  DRG  weights  be  recalibrated  using 
information  on  relative  costs.  While  the  Secretary  considered  this  recommendation,  the 
weights  were  recalibrated  for  FY  1990  based  on  charges.  The  Commission  is  disappointed 
that  the  Secretary  did  not  use  estimated  costs  in  recalibrating  the  DRG  weights.  The 
weights  are  intended  to  reflect  the  average  relative  costliness  of  different  types  of  cases. 
ProPAC  continues  to  believe  that  weights  based  on  estimated  costs,  which  are  derived  by 
adjusting  charge  data  for  differences  in  hospitals'  pricing  practices,  achieve  this  objective 
much  better  than  weights  based  on  unadjusted  charge  data.  The  resulting  distribution  of 
payments  across  DRGs  and  hospitals  would  more  accurately  reflect  the  costliness  of 
different  types  of  cases  and  provide  incentives  more  consistent  with  the  objectives  of  PPS. 
By  utilizing  charges,  the  current  method  is  partly  determined  by  hospital  behavior  that  may 
represent  business  strategy  and  results  in  weights  that  could  adversely  affect  various 
institutions. 

Charge-based  weights  favor  DRGs  that  include  services  that  tend  to  have  high  markups 
(i.e.,  high  charges  relative  to  their  costs).  Since  many  of  these  high-markup  services  are 
not  evenly  distributed  across  hospitals,  charge-based  weights  result  in  higher  payment  to 
hospitals  that  provide  such  services.  Other  things  equal,  charge-based  weights  thus  favor 
hospitals  that  have  generally  high  markups  over  those  that  do  not,  and  may  also  encourage 
the  use  of  high  markup  services  over  other,  perhaps  more  appropriate,  services. 

Charge-based  weights  also  result  in  higher  weights  for  surgical  DRGs  and  lower  weights 
for  medical  DRGs  than  cost-based  weights.  They  result  in  higher  payments  for  urban 
hospitals  and  teaching  hospitals  than  would  be  the  case  with  cost-based  weights.  Thus, 
the  distributional  effects  of  cost-based  weights  seem  to  be  more  consistent  with  current 
directions  in  PPS  payment  policy. 

Cost-based  weights  would  not  be  as  sensitive  to  hospital  pricing  practices  as  charge-based 
weights.  They  also  would  remove  the  effects  of  direct  medical  education  and  capital  costs. 
These  costs  are  recognized  separately  from  the  PPS  payment  rate  but  cannot  be  removed 


21 


from  the  charge  data.  Although  the  Commission  recognizes  the  shortcomings  of  the  current 
methodology  for  estimating  case-level  costs,  we  assert  that  the  cost-based  approach  to  the 
recalibration  of  the  DRG  weights  is  the  preferred  approach. 

The  Rand  Corporation's  study  of  alternative  methodologies  for  recalibrating  the  DRG 
weights,  referred  to  in  both  the  proposed  and  final  rule,  provides  no  new  evidence  to 
counter  ProPAC's  position.  In  fact,  the  data  presented  in  this  study  only  reinforce  many 
of  the  arguments  presented  in  the  Commission's  March  1988  report. 

The  study  concludes  that  "on  theoretical  grounds  there  is  no  reason  to  favor  one  set  of 
weights  over  the  other,"  and  that  "other  criteria  must  be  used  to  determine  the  desirability 
of  the  cost-based  and  charge-based  methods,  such  as  timeliness  of  the  data  and  distribution- 
al implications  across  providers  and  patients." 

As  we  have  stated  before,  the  Commission  believes  that  the  timeliness  issue  is  less  of  a 
problem  than  is  argued  in  the  proposed  rule.  It  is  true  that  charge  data  are  available  for 
discharges  during  fiscal  year  1988,  the  fifth  year  since  PPS  began,  while  the  most  recent 
reasonably  complete  cost  data  file  applies  to  hospitals'  fourth  cost  reporting  period  under 
PPS.  This  fact,  however,  overstates  the  differences  in  the  timeliness  of  the  two  data 
sources. 

Hospital  cost  reporting  periods  frequently  overlap  federal  fiscal  years;  much  of  a  given 
hospital's  fourth  year  under  PPS  may  occur  during  federal  fiscal  year  1988.  For  example, 
40  to  50  percent  of  all  discharges  during  federal  fiscal  year  1985~the  second  year  of  PPS- 
-were  from  hospitals  that  were  still  in  their  first  PPS  cost  reporting  period.  Thus,  the  latest 
available  cost  data  actually  overlap  substantially  with  the  latest  available  charge  data. 

Moreover,  there  is  no  reason  to  be  restricted  to  the  latest  complete  cost  report  file.  If  the 
fifth-year  cost  reports  had  not  been  delayed  due  to  a  substantial  revision  of  the  reporting 
form,  many  of  the  hospitals  with  cost  reporting  periods  that  begin  on  or  soon  after  October 
1  would  have  had  their  cost  reports  available  in  time  to  be  used  in  recalibrating  the  weight 
for  fiscal  year  1990.  These  early  fifth-year  cost  reports  could  be  combined  with  the  fourth- 
year  data  and  supplemented  with  earlier  data  to  construct  a  cost  file  that  is  fairly  complete 
and  matches  very  well  with  the  fiscal  year  1988  charge  data. 

Furthermore,  even  if  the  timing  of  the  cost  data  did  not  match  that  of  the  charge  data,  it 
would  not  have  an  appreciable  effect  on  the  resulting  weights.  Although  the  components 
of  estimated  costs  may  change  substantially  for  individual  hospitals,  there  is  no  evidence 
that  the  overall  pattern  of  estimated  costs  aggregated  across  DRGs  would  be  substantially 
affected. 
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B.  Adjustment  of  DRG  Weights  for  Effects  of  Grouper  Changes 

The  fiscal  year  1990  proposed  PPS  rule  included  a  1.35  percent  across-the-board  reduction 
of  the  DRG  relative  weights.  ProPAC  estimated  that  this  reduction  would  result  in  a 
decrease  in  PPS  hospital  payments  of  approximately  $550  million.  The  reduction  in  the 
weights  was  justified  by  HCFA  as  a  way  to  correct  for  the  difference  between  the  case-mix 
indexes  resulting  from  the  application  of  two  different  versions  of  the  Grouper  program  to 
FY  1988  discharge  data. 

HCFA  asserted  that  the  difference  in  these  case-mix  indexes  represents  DRG  weight 
inflation  due  solely  to  recalibration  and  changes  in  the  Grouper,  and  not  changes  in  case 
complexity.  The  reduction  in  the  weights  is  to  remove  the  effects  of  the  previous  inflation 
of  the  weights  from  the  base  used  for  future  payment. 

In  ProPAC's  comments  on  the  proposed  rule,  the  Commission  stated  that  "the  proposed 
adjustment  of  the  DRG  weights  is  inappropriate  and  ill-advised,  because: 

It  represents  an  administrative  reduction  in  the  overall  level  of  DRG  payments; 

It  is  inconsistent  with  prior  methods  in  which  increases  in  the  case-mix  index  have 
been  accounted  for;  and 

It  adjusts  for  an  increase  in  the  case-mix  index  that  may  partly  reflect  changes  for 
which  hospitals  should  legitimately  be  compensated." 


In  the  fiscal  year  1990  final  rule,  the  Secretary  announced  a  1.22  percent  across-the-board 
reduction  of  the  DRG  weights.  The  change  in  the  amount  of  the  reduction  is  due  to  a 
slight  change  in  HCFA's  methodology.  However,  HCFA's  argument  for  the  reduction  in  the 
weights  is  the  same  as  before. 

The  Commission  continues  to  believe  this  adjustment  is  inappropriate.  The  following 
simple  example  portrays  a  situation  similar  to  that  described  by  HCFA  in  justifying  the 
reduction  of  the  DRG  weights.  It  is  completely  hypothetical  and  not  intended  to  represent 
any  actual  data  on  case  mix  change.  However,  it  shows  that  differences  in  the  case-mix 
index  obtained  from  two  different  versions  of  the  Grouper  may  indeed  reflect  real  changes 
in  patient  resource  requirements.  These  changes  are  rightly  associated  with  higher 
payments  to  hospitals  under  PPS. 

In  this  example  there  are  five  DRGs,  each  of  which  consists  of  three  groups  of  cases  (see 
Table  2).  The  cases  in  each  of  these  within-DRG  groups  have  different  costs.  However, 
the  current  Grouper  (Grouper  1)  does  not  distinguish  between  these  within-DRG  groups. 
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Table  2.  DRGs  and  Within-DRG  Groups  Under  Grouper  1  in  Year  1 


Group  1 

Group  2 

Group  3 

Total  DRG 

# 

# 

# 

# 

Avg. 

DRG 

Cases 

Cost 

Cases  Cost 

Cases 

Cost 

Cases 

Cost 

001 

55 

$2000 

50 

$2100 

45 

$2200 

150 

$2093.33 

002 

35 

$2500 

33 

$2600 

32 

$2700 

100 

$2597.00 

003 

33 

$3000 

34 

$3100 

33 

$3200 

100 

$3100.00 

004 

29 

$3500 

33 

$3600 

38 

$3700 

100 

$3609.00 

005 

25 

$4000 

35 

$5000 

90 

$7000 

150 

$6033.33 

TOTAL 

600 

$3582.67 

In  four  of  the  five  DRGs,  the  within-DRG  groups  differ  very  little  from  each  other.  The 
difference  in  cost  between  the  least  and  most  expensive  case  in  each  of  these  DRGs  is 
only  $200.  In  DRG  005,  however,  there  is  more  variation  among  the  within-DRG  groups, 
with  a  spread  of  $3000  between  the  least  and  most  expensive  case. 

A  new  Grouper  (Grouper  2)  is  developed  that  better  identifies  the  highest  cost  cases  in 
DRG  005,  and  a  new  DRG  (DRG  006)  is  created  for  those  cases  (see  Table  3).  Grouper 
2  is  calibrated  on  data  from  year  1.  The  resulting  DRG  weights  are  then  normalized  so 
that  the  case-mix  index  under  each  of  the  two  Groupers  for  year  1  discharges  is  the  same. 
Grouper  2  is  then  applied  to  discharges  in  the  next  year. 


Table  3.  Creation  of  New  DRG  Under  GROUPER  2 


Group  1 

Group  2 

Group  3 

Total  DRG 

DRG 

# 
Cases 

Cost 

# 

Cases 

# 

Cost 

# 
Cases 

Cost 

# 
Cases 

Avg. 
Cost 

GROUPER  1 

005 

25 

$4000 

35 

$5000 

90 

$7000 

150 

$6033.33 

GROUPER  2 

005 

25 

$4000 

35 

$5000 

15 

$7000 

75 

$5066.67 

006 

75 

$7000 

75 

$7000.00 

Assume  that,  as  was  observed  in  the  early  years  of  PPS,  the  number  of  discharges  falls, 
due  to  a  shift  of  the  least  complex  cases  to  other  treatment  settings  (see  Table  4).  The 
difference  between  year  1  and  year  2  involves  no  change  in  coding  practices  ~  only  a  shift 
of  patients  from  the  inpatient  hospital  setting  to  other  treatment  settings.  No  matter  which 
Grouper  is  used,  this  shift  should  result  in  a  higher  case-mix  index  and  an  increase  in 
hospital  payments  per  case,  because  the  average  hospital  patient  has  greater  resource 
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requirements  than  before.  In  this  example,  the  average  cost  per  discharge  has  increased 
by  3.7  percent  (see  Table  5). 

Table  4.  Change  in  Distribution  of  Cases  Between  Year  1  and  Year  2  

 Group  1  Group  2   Group  3  Total  DRG 


Year  Year  Year  Year         Year  Year  Year  Year 


DRG 

1 

2 

1 

2 

1 

2 

1 

2 

001 

55 

35 

50 

40 

45 

45 

150 

120 

002 

35 

22 

33 

26 

32 

32 

100 

80 

003 

33 

22 

34 

28 

33 

33 

100 

83 

004 

29 

18 

33 

27 

38 

38 

100 

83 

005 

25 

14 

35 

30 

15 

15 

75 

59 

006 

75 

75 

75 

75 

TOTAL 

600 

500 

As  Table  5  shows,  the  case-mix  indexes  using  both  Grouper  1  and  Grouper  2  have 
increased.  However,  the  increase  using  Grouper  1  is  only  1.4  percent,  while  the  increase 
using  Grouper  2  is  2.7  percent.  This  occurred  because  Grouper  1  captures  only  the  effects 
of  the  shift  in  cases  across  the  five  original  DRGs,  while  Grouper  2  captures  some  of  the 
effects  of  the  shift  within  those  DRGs.  The  new  Grouper  ~  as  intended  ~  is  more  sensitive 
to  differences  in  the  mix  of  hospital  cases. 


Table  5. Changes  in  Cost  per  Case  and  Case-Mix  Indexes 
Between  Year  1  and  Year  2 


Cost 
per  Case 

Case-Mix  Index 
Grouper  1 

Case-Mix  Index 
Grouper  2 

Year  1 

$3,582.67 

1.0134 

1.0134 

Year  2 

3,714.40 

1.0274 

1.0408 

Percent  Change 

+  3.68% 

+  1.38% 

+  2.70% 

This  example  shows  that,  even  with  no  increase  in  coding,  the  application  of  two  different 
Groupers  to  the  same  data  can  result  in  different  case-mix  indexes.  Moreover,  the  higher 
of  the  two  indexes  can  be  perfectly  justified  and  result  in  payments  that  are,  if  anything, 
more  consistent  with  the  principles  of  PPS.  It  would  thus  be  inappropriate  to  reduce  the 
DRG  weights  to  account  for  this  difference. 

This  example  is  not  meant  to  represent  any  actual  data  on  case  mix  change.  It  is  not 
meant  to  imply  that  all  ~  or  even  most  ~  of  the  increase  in  the  case-mix  index  under  PPS 
reflects  real  increases  in  patient  resource  requirements.  It  is  only  meant  to  show  that  the 
difference  in  case-mix  indexes  obtained  from  two  different  versions  of  the  Grouper  may 
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reflect  real  increases  in  patient  resource  requirements,  and  are  not  necessarily  due  solely 
to  coding  changes. 

Clearly,  not  all  of  the  increase  in  the  case-mix  index  between  successive  versions  of  the 
Grouper  is  due  to  real  increases  in  patient  resource  requirements.  In  fact,  the  total  case- 
mix  index  increase  that  is  attributable  solely  to  coding  changes  has  been  estimated  to  be 
far  in  excess  of  the  1.22  percent  adjustment.  Adjusting  for  the  effect  of  changes  in  the 
Grouper  is  only  a  part  of  the  larger  issue  of  how  to  account  for  case-mix  change  under  PPS. 
Each  year,  the  Commission  explicitly  considers  the  effects  of  real  changes  in  the  case-mix 
index,  upcoding,  and  changes  in  DRG  case  complexity  in  developing  its  recommendation 
on  the  update  of  the  PPS  rates.  By  incorporating  case-mix  change  into  its  update 
recommendation,  the  Commission  can  account  for  the  effects  of  both  real  changes  and 
those  due  to  upcoding,  and  adjust  hospital  payments  appropriately. 

The  reduction  of  DRG  weights,  on  the  other  hand,  is  neither  a  complete  nor  an  accurate 
way  to  adjust  for  case-mix  change.  The  Commission  strongly  objects  to  the  additional 
reduction  in  PPS  payments  through  the  adjustment  of  the  DRG  weights. 
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SECTION  VI. 


INPATIENT  CLASSIFICATION  AND  CASE  MIX 


Cases  are  classified  into  DRGs  for  payment  under  PPS  based  on  principal  diagnosis,  up 
to  four  additional  diagnoses,  and  procedures  performed  during  the  inpatient  stay.  Hospitals 
document  this  information  using  ICD-9-CM  codes.  When  the  hospital  requests  payment, 
the  patient  information  is  transmitted  to  the  fiscal  intermediary  (FT).  The  FI  enters  this 
information  into  its  claims  systems  and  subjects  it  to  a  series  of  automated  screens  called 
the  Medicare  Code  Editor  (MCE).  These  screens  are  designed  to  identify  cases  that 
require  further  review  before  DRG  classification  can  occur. 

After  screening  through  the  MCE,  cases  are  classified  by  the  Grouper  software  program 
into  the  appropriate  DRG.  The  Grouper  program  was  developed  as  a  means  to  classify 
cases  into  DRGs  based  on  diagnosis,  procedures  codes,  and  demographic  information. 

There  are  477  DRGs  in  23  major  diagnostic  categories  (MDCs).  Most  MDCs  are  based 
on  a  particular  organ  of  the  body;  however,  others  may  involve  multiple  organ  systems. 
The  principal  diagnosis  determines  MDC  assignment.  Within  most  MDCs,  cases  are 
divided  into  surgical  or  medical  DRGs.  The  medical  DRGs  generally  are  further  divided 
on  the  presence  or  absence  of  complications  or  comorbidities  (CCs). 

The  Commission  is  pleased  with  the  improvements  implemented  by  the  Secretary  to 
eliminate  certain  coding  problems.  In  addition,  the  Commission  is  encouraged  by  the 
Secretary's  efforts  to  group  codes  into  DRGs  on  a  more  rational  basis.  However,  there 
are  several  areas  in  which  the  Commission  believes  additional  improvements  could  be 
made.  This  section  highlights  several  of  these  issues. 

A.  Reassignment  of  Patients  with  Guillain-Barre  Syndrome 

Guillian-Barre  syndrome  (GBS)  is  a  post-infectious  polyneuropathy  in  which  patients  may 
require  plasmapheresis  or  ventilation  assistance,  and  long  intensive  care  stays.  GBS  cases 
have  been  assigned  to  DRGs  18  and  19,  (cranial  and  peripheral  new  disorders  with  and 
without  a  CC).  The  Commission  believes  that  this  assignment  is  inappropriate  in  terms  of 
resource  use.  Therefore,  the  Commission  recommended  that  the  Secretary  reassign  patients 
with  GBS  to  DRG  20  (nervous  system  infection  except  viral  meningitis)  or  DRG  34  (other 
disorders  of  nervous  system  with  CC),  or  create  a  new  DRG. 

The  Secretary  has  chosen  not  to  reclassify  GBS  patients  in  fiscal  year  1990.  However,  the 
Secretary  agrees  that  these  patients  consume  more  resources  and  has  begun  to  study  their 
cost. 

ProPAC's  analysis  of  FY  1987  data  showed  that  average  costs  for  these  patients  are 
substantially  greater  than  for  other  patients  in  the  same  DRGs  ($9,150  as  compared  to 
$3,400  in  DRG  18  and  $2,100  in  DRG  19).  ProPAC  strongly  believes  that  PPS  must  be 
sufficiently  flexible  to  correct  such  payment  inequities  in  a  timely  fashion. 


27 


Serious  consideration  should  be  given  to  ways  of  improving  payments  for  these  patients. 
Although  the  Yale  DRG  refinement  may  result  in  some  improvements,  it  is  unlikely  that 
it  will  sufficiently  correct  current  payment  inequities.  The  Commission  believes  that  the 
Secretary  should  reclassify  these  patients  to  a  higher-weighted  DRG. 

B.  Mechanical  Ventilation  -  Diseases  and  Disorders  of  the 
Respiratory  System  (MDC  4) 

Beginning  in  FY  1988,  HCFA  introduced  DRG  474  (respiratory  system  diagnoses  with 
tracheostomy)  and  DRG  475  (respiratory  system  diagnoses  with  ventilator  support)  to 
improve  classification  of  mechanical  ventilation  cases  in  MDC  4.  Analysis  conducted  by 
ProPAC  showed  that  mechanical  ventilation  cases  were  extraordinarily  more  costly  than 
other  cases  in  each  DRG  within  MDC  4.  The  Commission  agreed  with  the  Secretary's 
decision  to  create  these  new  DRGs,  and  encouraged  further  analysis  of  mechanical 
ventilation  cases  outside  of  MDC  4. 

Subsequently,  hospitals  have  raised  concerns  regarding  the  assignment  of  MDC  4  cases  to 
these  DRGs:  (1)  the  requirement  of  both  ICD-9-CM  procedure  codes  93.92  (Other 
mechanical  ventilation)  and  96.04  (Insertion  of  endotracheal  tube)  for  assignment  to  DRG 
475,  and  (2)  assignment  of  tracheostomy  and  mechanical  ventilation  cases  to  DRGs  other 
than  474  and  475,  respectively,  by  hospitals  receiving  such  cases  through  transfer. 

Starting  October  1,  1988,  ICD-9-CM  procedure  code  93.92  was  redefined  to  include  both 
mechanical  ventilation  and  insertion  of  an  endotracheal  tube.  The  Secretary  has  proposed 
that  mechanical  ventilation  cases  need  only  have  procedure  code  93.92  to  be  assigned  to 
DRG  475.  The  proposed  change  should  alleviate  problems  of  assigning  patients  to  DRG 
475  who  have  been  intubated  in  one  location  (e.g.,  emergency  room,  ambulance)  and 
admitted  to  another  site.  The  Commission  supports  this  decision. 

The  Secretary  further  proposed  that  cases  in  DRGs  474  and  475  that  are  transferred  to 
another  hospital  should  be  assigned  to  DRG  475  by  the  receiving  hospital.  Under  current 
DRG  assignment  rules,  many  of  these  cases  would  be  assigned  to  another  medical  DRG 
(DRGs  78  -  102)  in  MDC  4.  Based  on  analysis  of  the  charges  for  tracheostomy  and 
mechanical  ventilation  cases  at  transferring  and  receiving  hospitals,  the  Commission 
supports  this  proposal  by  the  Secretary. 

The  Commission  continues  to  be  concerned  about  costly  tracheostomy  and  mechanical 
ventilation  cases  outside  of  MDC  4,  and  encourages  the  Secretary  to  continue  studying 
more  appropriate  classification  of  these  cases. 


28 


C.     Acute  Myocardial  Infarction  (AMI)  ~  New  Codes 

The  Commission  supported  the  Secretary's  institution  of  new  fifth-digit  codes  for  cases  of 
myocardial  infarction  (MI).  These  codes  would  identify  non-acute  MI  cases  currently 
assigned  to  DRGs  121  and  122  (circulatory  disorders  with  AMI  and  cardio-vascular 
complications  discharged  alive  with  or  without  CC)  and  reassign  them  to  a  more 
appropriate  DRG  in  terms  of  both  clinical  characteristics  and  resource  use.  This  action 
would  also  result  in  more  appropriate  payment  weights  for  acute  MI  cases  assigned  to 
these  DRGs  after  recalibration  takes  effect. 

The  Commission  is  concerned,  however,  about  short-term  payment  inequities  that  would 
persist  in  the  interim  period  for  cases  remaining  in  these  DRGs.  The  FY  1990  weights  for 
DRGs  121  and  122  are  based  on  all  cases  assigned  to  these  DRGs,  which  includes  both 
acute  and  non-acute  MI  cases.  These  non-acute  cases  have  much  lower  resource  use 
compared  with  acute  cases.  Including  them  in  the  calculation  of  the  weights  will  result  in 
lower  payments  for  acute  cases.  The  non-acute  cases  will  likely  receive  more  appropriate 
payments,  since  they  will  be  reassigned  to  more  appropriate  DRGs.  The  cases  remaining 
in  these  DRGs  will  be  more  clinically  homogeneous  and  more  costly.  However,  until 
recalibration  for  FY  1991,  their  payment  weights  will  reflect  a  much  less  homogeneous  set 
of  cases. 

Recent  analysis  reported  in  the  medical  literature  has  shown  that  as  many  as  67  percent 
of  cases  with  AMI  as  a  secondary  diagnosis  do  not  belong  in  the  AMI  DRGs  based  upon 
their  clinical  characteristics.  Recent  ProPAC  analysis  of  these  DRGs  has  demonstrated  that 
cases  with  a  secondary  diagnosis  of  AMI  are  not  only  clinically  different  from  those  cases 
with  AMI  as  a  principal  diagnosis  but  also  substantially  less  costly.  It  therefore  seems  likely 
that  these  cases  would  be  reassigned  to  other  DRGs  when  the  new  AMI  codes  go  into 
effect. 

In  order  to  assure  appropriate  payments  for  DRGs  121  and  122  for  FY  1990,  the 
Commission  recommended  either  of  the  following  courses  of  action.  The  first  was  to  leave 
these  cases  in  DRGs  121  and  122  through  FY  1990  while  assigning  the  new  codes,  and 
reassign  them  as  part  of  recalibration  for  FY  1991.  This  would  result  in  a  more  appropriate 
weight  in  FY  1991,  and  would  pay  hospitals  in  FY  1990  for  the  heterogeneous  group  of 
cases  used  in  recalibrating  the  weight. 

The  second  option  was  to  use  an  alternative,  temporary,  FY  1990  weight  for  these  DRGs, 
which  would  be  approximately  1.7349  for  DRG  121  and  1.1823  for  DRG  122.  These 
weights  were  estimated  using  all  cases  with  a  principal  diagnosis  of  AMI,  and  the  top  33 
percent  most  costly  cases  with  AMI  as  a  secondary  diagnosis.  Based  on  analysis  by  ProPAC 
and  others,  these  cases  are  the  ones  most  likely  to  remain  in  DRGs  121  and  122  after  the 
new  AMI  codes  are  implemented. 

The  Commission  believes  that  these  weights  would  more  accurately  reflect  the  cases  that 
will  be  assigned  to  these  DRGs  in  FY  1990.  The  Commission  understands  that  recalibration 
for  FY  1991  would  reflect  these  changes,  but  believes  that  the  large  number  of  cases  in 
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DRGs  121  and  122  warranted  either  leaving  the  newly  coded  cases  in  these  DRGs  through 
FY  1990,  or  using  estimated  weights  on  a  temporary  basis. 

The  Secretary  rejected  the  Commission's  suggestion  regarding  both  options,  on  the  basis 
of  their  being  inconsistent  with  the  general  policy  on  reclassification  and  recalibration. 
When  they  are  unable  to  determine  how  cases  will  be  coded  under  revised  definitions,  the 
policy  has  been  to  leave  the  cases  in  their  current  DRG  assignment  for  recalibration 
purposes.  The  Secretary  feels  that  there  is  no  way  to  accurately  predict  which  cases  will 
no  longer  be  assigned  to  DRGs  121  and  122  in  FY  1990,  and  thus  there  is  no  basis  for 
determining  an  appropriate  adjustment  to  weights  for  DRGs  121  and  122. 

D.  Electrophysiologic  Studies 

The  American  College  of  Cardiology,  along  with  a  number  of  cardiologists  and 
electrophysiologists,  objected  to  the  treatment  of  procedure  code  37.26  (cardiac 
electrophysiologic  stimulation  and  recording  studies)  as  a  non-operating  room  procedure 
code  with  no  effect  on  DRG  assignment.  Many  of  the  commenters  felt  that  electrophysiolo- 
gic studies  (EPS)  should  be  treated  as  either  a  cardiac  catheterization  or  an  OR  procedure 
for  the  purpose  of  DRG  assignment. 

Based  on  data  for  a  portion  of  FY  1989,  the  Secretary  believes  that  EPS  is  comparable  to 
cardiac  catheterization  in  terms  of  resource  use  and  time  required.  Therefore,  procedure 
code  37.26  has  been  added  to  the  list  of  non-OR  procedures  in  DRGs  104,  106,  108  and 
112.2  ProPAC  agrees  with  this  change,  and  feels  that  it  more  accurately  reflects  resource 
use  involved  in  cases  of  this  type. 

E.  Implantable  Defibrillators 

The  manufacturer  of  the  automatic  implantable  cardiac  defibrillator  (AICD)  made  three 
recommendations:  (1)  cases  in  which  a  patient  undergoes  both  AICD  implantation  and 
electrophysiologic  (EP)  testing  during  the  same  hospitalization  should  be  classified  into 
DRG  104  (cardiac  valve  procedures  with  pump  and  cardiac  catheterization);  (2)  when  a 
total  AICD  system  is  implanted  in  two  stages  on  different  days  during  the  same  hospitaliza- 
tion, the  case  should  be  assigned  to  DRG  104;  and  (3)  AICD  replacement  cases  should  be 
moved  from  DRG  120  (other  circulatory  system  or  procedures)  and  be  reassigned  to  DRG 
109  (other  cardiothoracic  procedures  without  pump). 

The  Secretary  agreed  with  the  first  two  recommendations  based  upon  the  fact  that  these 
cases  are  the  same  as  any  other  AICD  implantation  case,  which  would  be  assigned  to  DRG 
104  or  105.  ProPAC  agrees  with  this  decision.  The  Secretary  felt  that  based  upon  the  most 
recent  available  data,    placement  in  DRG  120  is  appropriate  for  cases  of  AICD 


2  DRG  104  (cardiac  valve  procedure  with  pump  and  with  cardiac  cath.),  DRG  106 
(coronary  bypass  with  cardiac  cath),  DRG  108  (other  cardiothoracic  or  vascular  procedu- 
res with  pump),  and  DRG  112  (vascular  procedure  except  major  reconstruction  with  out 
pump). 
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replacement.  These  cases  will  not  be  reassigned  to  DRG  109.  This  is  supported  by 
ProPAC's  preliminary  data  as  well. 

F.  Percutaneous  Transluminal  Coronary  Angioplasty 

A  problem  was  noted  in  the  assignment  of  percutaneous  transluminal  coronary  angioplasty 
(PTCA)  cases  during  analysis  of  grouper  logic  for  DRGs  106, 107  and  108.  Although  PTCA 
is  similar  to  cardiac  catherization  in  terms  of  time  and  resource  use,  it  was  not  listed  as  a 
cardiac  catherization  in  DRG  106  (coronary  artery  bypass  surgery  with  cath).  Therefore,  if 
a  patient  had  PTCA  and  then  went  on  to  have  bypass  surgery,  that  case  would  be  assigned 
to  DRG  107  (coronary  bypass  without  cath),  which  has  a  lower  weight. 

The  Secretary  has  modified  the  Grouper  definitions  in  DRG  106,  and  PTCA  will  now  be 
assigned  as  a  cardiac  catheterization.  ProPAC  agrees  with  this  modification. 

G.  Cochlear  Implants 

In  its  April  1986  Report  to  the  Secretary,  the  Commission  recommended  the  creation  of 
a  temporary  device-specific  DRG  for  cochlear  implant  cases.  This  recommendation  was 
based  on  industry  data  that  showed  significantly  higher  costs  for  these  cases,  due  in  large 
part  to  high  device  costs.  Rather  than  a  new  DRG  for  these  cases,  the  Secretary  created 
specific  ICD-9-CM  codes  for  cochlear  implants,  effective  October  1,  1986,  to  permit 
evaluation  of  these  cases  in  future  MedPAR  files. 

Analysis  conducted  by  the  Secretary  using  1987  MedPAR  data  showed  mean  standardized 
charges  for  cochlear  implant  cases  to  be  lower  than  the  mean  standardized  charges  for  all 
other  procedures  in  DRG  49  (major  head  and  neck  procedure).  Similar  results  were  found 
when  analyzing  cases  in  the  1988  MedPAR  file.  These  results  are  troubling,  in  light  of 
analyses  reported  by  others  that  show  significantly  higher  charges  for  these  cases  when 
compared  to  other  cases  in  DRG  49. 

Analysis  conducted  by  ProPAC  using  1987  MedPAR  data  likewise  found  that  average  costs 
for  cochlear  implant  cases  were  lower  than  the  costs  for  all  other  cases  in  DRG  49. 
Industry  representatives,  however,  have  reported  significant  coding  inaccuracies  for  cochlear 
implant  cases  by  hospitals,  which  probably  has  affected  the  results  reported  both  by  ProPAC 
and  the  Secretary.  The  Commission  supports  the  Secretary's  actions  to  encourage  accurate 
coding  of  cochlear  implant  cases,  and  will  continue  to  monitor  the  appropriateness  of 
assigning  cochlear  implant  cases  to  DRG  49. 

H.  Limb  Salvage 

The  Commission  and  the  Secretary  have  been  working  closely  with  experts  in  the  field  of 
vascular  surgery  to  attempt  to  identify  a  subset  of  resource  intensive  cases  in  DRG  110 
(major  reconstructive  vascular  procedure  without  pump  with  CC).  Data  collected  by  the 
vascular  surgeons  indicated  that  there  was  a  group  of  patients  with  gangrene,  necrosis  or 
non-healing  ulcer  in  DRG  110.  These  patients  had  long  stays  and  required  more  intensive 
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services  due  to  their  delayed  healing.  Additional  data  provided  by  a  hospital  treating  a  high 
proportion  of  diabetics  also  demonstrated  that  this  subset  of  patients  was  more  severely  ill. 

The  Commission  agreed  with  the  Secretary  that  creating  expensive  and  inexpensive 
subcategories  of  cases  exhibiting  similar  ICD-9-CM  coding  is  contrary  to  the  basic  premises 
of  prospective  payment.  The  Commission  is  concerned  that  lack  of  adequate  reimburse- 
ment for  these  cases  could  limit  provision  of  limb  salvage  and  create  incentives  to  perform 
amputation.  One  commenter  recommended  that  cases  in  DRG  110  be  differentiated  based 
on  whether  there  is  a  gangrenous  lesion  that  could  lead  to  amputation  of  a  limb.  The 
Secretary  will  continue  to  analyze  the  cases  in  DRG  110  with  attention  to  the  classification 
change  suggested  by  this  commenter. 

I.      Refinement  of  Complications  and  Comorbidities  List 

As  noted  above,  medical  DRGs  are  divided  based  on  the  presence  or  absence  of  a 
complication  or  comorbidity.  The  Secretary  eliminated  a  number  of  minor  cardiac  blocks 
and  dysrhythmias  from  the  CC  list.  ProPAC's  preliminary  analysis  indicated  that  these 
diagnoses  were  not  associated  with  higher  costs  or  longer  lengths  of  stay.  A  number  of 
comments  were  received  suggesting  that  three  cardiac  block  codes  that  the  Secretary 
proposed  to  eliminate  could  in  fact  be  significant  in  a  patient  with  an  acute  myocardial 
infarction.  In  the  final  rule,  these  three  codes  were  retained  on  the  CC  list,  and  the 
remainder  were  eliminated. 

The  Secretary  implemented  a  limited  revision  of  the  CC  exclusions  list,  which  would  correct 
errors  in  the  list  and  add  or  delete  a  number  of  CCs.  A  number  of  four-digit  codes  were 
deleted  and  replaced  with  more  specific  five-digit  codes.  The  Commission  supported  the 
Secretary's  refinement  and  revision  of  the  CC  list. 

J.      DRG  Refinements 

In  recent  years,  HCFA  has  funded  a  number  of  research  projects  aimed  at  improving  the 
measurement  of  hospital  inpatient  case-mix  and  severity  of  illness.  One  such  project, 
recently  completed  at  Yale  University,  involves  the  development  of  a  major  revision  of 
the  DRG  patient  classification  system. 

The  Commission  recommended  that  the  Secretary  begin  immediately  to  thoroughly  evaluate 
the  potential  consequences  of  adopting  the  DRG  refinements  developed  at  Yale  University. 
Preliminary  results  indicate  that  these  refinements  substantially  improve  the  ability  of  the 
DRGs  to  distinguish  patients  who  are  expected  to  have  relatively  high  or  low  resource 
needs  from  other  patients. 

The  Secretary  agrees  that  a  full  assessment  of  the  DRG  refinements  is  necessary.  The 
Commission  will  work  with  the  Secretary  in  this  effort. 
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SECTION  VII. 


IMPROVING  THE  COST  DATA  USED  FOR  DECISION  MAKING 


The  original  purposes  of  the  Medicare  Cost  Report  (MCR)  were  to  determine  reasonable 
costs,  as  defined  by  Medicare,  and  to  calculate  Medicare's  share  of  these  costs.  Under  PPS, 
the  MCR  continues  to  be  used  for  reimbursement  of  selected  costs,  but  it  also  provides  the 
only  information  available  on  hospital  costs  of  treating  Medicare  beneficiaries,  based  on 
Medicare  definitions. 

The  Commission  recommended  that  the  Secretary  initiate  the  developmental  work  necessary 
to  secure  the  future  role  of  the  MCR  as  a  vital  information  source  for  payment  policy 
evaluation  and  decision  making.  Efforts  to  improve  the  cost  report  should  also  minimize  the 
administrative  burden  on  hospitals,  fiscal  intermediaries,  and  HCFA. 

The  Secretary  responded  by  noting  that  HCFA  is  conducting  a  demonstration  project  to 
test  expanded  data  collection  through  the  MCR.  In  addition  to  adding  financial  and 
statistical  data  for  payers  other  than  Medicare,  the  demonstration  will  also  attempt  to 
improve  the  timeliness  and  uniformity  of  cost  report  data  through  electronic  submission. 
The  Commission  heartily  endorses  this  project,  and  we  anticipate  assessing  the  results  of 
the  demonstration  for  national  applicability. 

However,  ProPAC  believes  that  the  goals  of  the  demonstration  project  do  not  encompass 
a  broad  examination  of  the  current  cost  report.  This  examination  must  begin  with 
determining  the  data  needed  to  support  future  decision  making,  and  then  reconcile  these 
needs  with  the  desire  for  data  consistency,  accuracy  and  timeliness,  as  well  as  reduced 
reporting  burden. 

Recognizing  the  need  to  improve  the  use  of  MCR  data,  ProPAC  has  initiated  two  studies 
to  assess  the  accuracy  of  cost  report  data.  The  first  will  examine  the  difference  between 
costs  as  currently  measured  on  the  cost  report  and  cost  calculations  reflecting:  (1)  changes 
in  cost  reporting  methodology,  (2)  changes  in  Medicare  allowable  cost  policy,  and  (3)  use 
of  data  from  more  advanced  hospital  cost  accounting  systems.  The  second  study  will 
compare  total  margins  derived  from  MCR  data  to  similar  data  reported  to  the  American 
Hospital  Association,  with  a  detailed  examination  of  any  discrepancies  that  are  documented. 
The  Commission  looks  forward  to  working  with  HCFA  in  reviewing  the  policy  implications 
of  these  study  results,  as  well  as  the  results  of  any  additional  cost  reporting  development 
work  that  HCFA  may  undertake. 
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SECTION  VIII. 


AMBULATORY  SURGERY  PAYMENT 


The  Commission's  report  contains  two  recommendations  regarding  ambulatory  surgery 
payment.3  The  first  relates  to  Medicare  payment  for  hospital  outpatient  (OPD)  surgery. 
The  second  relates  to  beneficiary  liability  for  OPD  surgery.  The  Commission  is 
disappointed  that  the  Secretary  failed  to  support  either  recommendation,  particularly 
implementation  of  a  prospective  system  for  OPD  surgery. 

A.  Medicare  Payment  for  Hospital  Outpatient  Surgery 

The  Commission  recommended,  as  an  interim  measure,  that  payment  for  certain  ambulatory 
surgeries  in  the  OPD  be  entirely  prospective.  The  Secretary  did  not  agree  with  this  interim 
approach.  The  Secretary's  disagreement  is  based  on  two  stated  principles  ~  first,  that 
Medicare  outlays  should  be  no  greater  under  the  proposed  system  than  under  current  law; 
and  second,  that  payment  differences  between  OPDs  and  freestanding  ambulatory  surgery 
centers  (ASCs)  should  be  based  on  justifiable  cost  differences. 

The  Commission  agrees  with  these  basic  principles  and  believes  that  its  recommended 
approach  is  consistent  with  the  Secretary's  goals.  In  its  recommendation,  ProPAC  stipulated 
that  the  payment  rates  for  FY  1990  should  be  set  so  that  combined  Medicare  and 
beneficiary  payments  to  hospitals  would  be  the  same  as  under  current  policy.  The 
Commission  believes  that  its  approach  will  continue  to  maintain  financial  pressure  on 
hospitals  to  reduce  ambulatory  surgery  costs. 

In  addition,  the  Commission  agrees  with  the  Secretary  that  the  system  should  recognize 
justifiable  differences  in  costs  of  furnishing  services  in  OPDs  and  ASCs.  In  fact,  ProPAC 
analysis  indicates  that,  in  general,  OPD  costs  per  case  for  surgery  exceed  both  the  ASC 
payment  rates  and  the  50/50  blended  payment  rate.  Mean  ASC  payment  rates  per  case 
are,  on  average,  38  percent  less  than  mean  OPD  costs  per  case;  the  50/50  blended  payment 
is  19  percent  less  than  mean  OPD  costs  per  case. 

Many  factors  potentially  contribute  to  the  higher  costs  of  OPDs  versus  ASCs.  Among 
them  are  patient  severity,  efficiency,  maintaining  standby  capacity,  overhead  allocation 
methods,  uncompensated  care,  capacity  utilization,  teaching  activity,  billing  and  coding 
practices,  bundling  of  services,  and  regulatory  requirements.  The  effect  of  these  factors 
on  the  costs  of  care  is  not  well  understood. 

Furthermore,  the  Commission  is  concerned  about  the  accuracy  of  the  ASC  payment  rates. 
In  establishing  the  rates,  HCFA  faced  severe  data  constraints.  Data  were  unavailable  for 
many  procedure  codes  that  were  recently  added  to  the  ASC  list  of  procedures.  Further, 


3  Additional  information  is  contained  in  Medicare  Payment  for  Hospital  Outpatient 
Surgery:  the  Views  of  the  Prospective  Payment  Assessment  Commission,  April  1989. 
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data  obtained  from  a  survey  of  ASCs  was  limited  due  to  underreporting  and  commingling 
of  financial  information  from  physician  private  practices  with  information  from  ASCs  in 
many  cases.  Some  individuals  assert  that  HCFA's  methodology  resulted  in  ASC  payment 
rates  that  are  understated.  In  light  of  these  limitations,  the  Commission  has  recommended 
that  the  Secretary  investigate  ways  of  improving  data  from  ASCs. 

For  these  reasons,  the  Commission  believes  its  approach  based  on  blended  amounts  is  fair 
and  reasonable.  Until  the  reasons  for  cost  differences  between  hospitals  and  freestanding 
ASCs  can  be  better  understood,  the  Commission  believes  that  the  freestanding  rates  should 
be  given  less  prominence  in  establishing  OPD  payments. 

Beyond  the  recommended  technical  modifications,  ProPAC's  approach  calls  for  a 
fundamental  change  in  Medicare  payment  for  hospital  outpatient  surgery  ~  an  entirely 
prospective  amount,  including  capital.  We  believe  that  such  a  change  is  essential  for 
achieving  many  of  the  system  goals  that  ProPAC,  the  Secretary,  and  the  Congress  share. 
Fully  prospective  payments  give  hospitals  an  opportunity  to  earn  a  profit  or  risk  a  loss, 
thereby  rewarding  increased  efficiency.  Further,  policy  based  on  prospective  rates  allows 
for  controlling  the  growth  of  payments  through  an  annual  updating  process. 

B.  Beneficiary  Liability  for  Hospital  Outpatient  Surgery 

The  Commission  further  recommended  that  the  method  for  calculating  Part  B  coinsurance 
for  OPD  surgery  be  modified.  The  Commission  believes  the  current  policy,  which  computes 
coinsurance  on  the  basis  of  submitted  charges,  unfairly  penalizes  the  beneficiary.  The 
Secretary  stated  that  because  he  is  not  adopting  the  proposed  payment  changes,  this 
recommendation  cannot  be  implemented.  Since  payments  are  not  known  in  advance,  it  is 
administratively  infeasible  to  ensure  that  beneficiary  coinsurance  is  limited  to  20  percent 
of  the  Medicare  allowed  payment  amount.  In  addition,  this  recommendation  would 
increase  Medicare  expenditures. 

The  Commission  realizes  that  Medicare  expenditures  could  increase  under  this  recommen- 
dation. However,  ProPAC  believes  that  the  Medicare  program  should  assume  responsibility 
for  80  percent  of  the  payment  amount.  The  Secretary  could  modify  this  recommendation 
in  a  manner  that  would  better  protect  beneficiaries  while  constraining  increased 
expenditures. 
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SECTION  IX. 


EVALUATION  OF  PRO  REVIEW  AND  QUALITY  OF  CARE 


The  Commission  recommended  that  a  thorough  examination  of  the  impact  of  PROs  on 
quality  of  care  for  Medicare  beneficiaries  be  undertaken.  The  Secretary  indicates  that 
HCFA  has  several  evaluation  processes  in  place  for  assessing  the  effectiveness  of  PROs. 
The  Secretary  cites  especially  the  SuperPRO  and  the  Peer  Review  Organization  Monitoring 
Protocol  and  Tracking  System  (PROMPTS).  He  also  describes  developmental  work 
underway  for  extension  of  PRO  review  into  episodes  of  care  and  other  areas.  While  some 
of  these  activities  address  part  of  the  Commission's  concerns,  the  major,  independent 
evaluation  that  ProPAC  has  recommended  for  three  years  is  not  addressed.  It  will  not  be 
undertaken,  presumably  because  the  Secretary  believes  these  other  activities  are  sufficient. 

The  Commission  does  not  believe  these  activities  are  an  adequate  substitute  for  a  major 
evaluation  of  the  PRO  program.  More  information  is  needed  in  several  areas.  For 
example,  evidence  suggests  that  some  quality  problems  are  not  being  identified  by  the 
PRO  screens.  This  deserves  further  study,  so  that  the  review  process  can  be  modified  as 
necessary.  We  also  need  more  information  on  how  the  screens  can  be  operationalized  so 
that  they  are  more  efficient  and  their  results  more  reliable. 

The  Commission  supports  efforts  underway  to  develop  a  means  of  monitoring  outcomes 
and  of  refining  current  PRO  review  activities.  However,  given  that  this  work  is  still  in  an 
early  phase  of  development,  ProPAC  believes  HCFA  also  needs  to  continue  to  study  ways 
of  modifying  and  improving  its  current  review  activities. 
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REPORT  APPENDIXES 


APPENDIX  A 
SUMMARY  OF  THE  FINAL  PPS  RULE 


This  appendix  summarizes  the  major  provisions  contained  in  the  final  rule  on  changes  to 
the  inpatient  hospital  prospective  payment  system  for  fiscal  year  1990  issued  September  1, 
1989.1 


I.      UPDATE  FACTORS  FOR  RATES  OF  PAYMENTS  FOR  INPATIENT 
HOSPITAL  SERVICES 

A.  Update  Factor  for  PPS  and  PPS-excluded  Hospitals 

As  required  by  statute,  the  regulation  contains  an  update  in  the  prospective  payment  rates 
and  target  ceiling  rates  that  is  equal  to  the  increase  in  the  market  basket,  5.5  percent.  The 
effect  of  this  update  combined  with  other  changes  (including  the  1.22  reduction  in  DRG 
weights  and  the  new  wage  index)  would  have  a  differential  impact  on  hospitals  according 
to  geographic  location.  In  general,  the  net  effect  of  changes  in  PPS  policy  would  be  to 
increase  payments  to  hospitals  in  rural  areas  by  3.5  percent,  in  large  urban  areas  by  3.6 
percent,  and  in  other  urban  areas  by  3.9  percent.2 

B.  Secretary's  Final  Recommendation 

While  the  update  factor  is  legislated,  the  Secretary  is  required  to  publish  his  recommenda- 
tion. The  Secretary  recommends  an  update  that  is  consistent  with  the  Administration's 
budget  proposal,  that  is  an  average  of  the  market  basket  increase  minus  1.5  percentage 
points.  The  Secretary  believes  an  update  higher  than  prior  years  is  appropriate  in  order  to 
ensure  high  quality  of  care.  However,  an  update  lower  than  the  market  basket  is  necessary 
to  encourage  cost  efficiency. 

The  Secretary  recommends  differential  updates  for  PPS  hospitals.  The  Secretary  believes 
a  higher  update  for  hospitals  located  in  rural  areas  and  in  large  urban  areas  is  warranted. 


1  Medicare  Program;  Changes  to  the  Inpatient  Hospital  Prospective  Payment 
System  and  Fiscal  Year  1990  Rates;  Final  Rule,  Department  of  Health  and  Human 
Services,  Health  Care  Financing  Administration,  (54  Federal  Register  169,  36452) 
September  1,  1989. 

2  Because  the  current  estimate  of  FY  1989  outlier  payments  is  5.7  percent  of  total 
PPS  payments,  rather  than  the  5.1  percent  as  anticipated  for  both  FY  1989  and  FY 
1990,  the  impact  analysis  reflects  a  change  that  is  0.6  percent  smaller  than  the  actual 
effect  of  changes  in  policy. 


However,  the  Secretary  does  not  specify  what  the  updates  for  these  areas  should  be.  In 
addition,  the  Secretary  recommends  an  update  in  the  TEFRA  target  rate  greater  than 
market  basket  minus  1.5  percent. 

The  Secretary  considered  the  following  factors  in  arriving  at  his  update  recommendation: 

o  Decline  in  operating  margins  ~  For  FY  1987,  large  urban  hospitals  had 
margins  of  5.8  percent,  other  urban  hospitals  had  margins  of  6.8  percent,  and 
rural  hospital  margins  were  -0.2  percent. 

o  Productivity  adjustment  -  An  adjustment  of  -1.0  percent  should  be  used  to 
encourage  productivity  gains. 

o        New  technologies  ~  A  small  adjustment  for  new  technologies. 

o  Practice  patterns  —  An  adjustment  of  as  much  as  -0.84  percent  for  cumulative 
changes  in  practice  patterns  would  be  appropriate. 

o  Outcome  measures  ~  A  (subjective)  adjustment  that  considers  indicators  such 
as  preventable  deaths,  premature  discharges,  and  substandard  regimens  of 
care. 

II.  CHANGES  TO  DRG  CLASSIFICATIONS  AND  WEIGHTING  FACTORS 
A.       Recalibration  of  DRG  Weights 

1.  Method 

The  Secretary  continued  to  use  charges  as  the  basis  for  recalibrating  DRG  relative 
weights.  Consistent  with  past  practices,  the  FY  1990  weights  were  normalized  by  an 
adjustment  factor  so  that  the  average  GROUPER  7  case  weight  after  recalibration 
was  equal  to  the  average  GROUPER  6  case  weight  for  the  same  discharges. 

2.  Reduction  in  DRG  Weights 

The  Secretary  reduced  the  average  GROUPER  6  case  weight  by  1.22  percent  before 
recalibrating.  This  reduction  adjusts  for  increases  in  the  Medicare  case-mix  index 
that  are  asserted  to  be  due  solely  to  changes  in  the  GROUPER  between  FY  1986 
and  FY  1988. 

Several  changes  were  made  in  GROUPER  4  (FY  1987)  and  GROUPER  5  (FY 
1988),  that  increased  the  potential  for  upcoding.  For  instance,  GROUPER  4 
implemented  a  new  DRG  for  extensive  burns  with  an  operating  room  procedure, 
and  GROUPER  5  implemented  two  new  DRGs  for  tracheostomy  and  mechanical 
ventilator  cases,  and  eliminated  age  over  69  as  a  criterion  for  DRG  assignment. 
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The  Secretary  processed  FY  1987  MedPAR  data  through  GROUPER  3.  These 
cases  were  paid  using  GROUPER  4.  The  difference  between  the  actual  FY  1987 
case-mix  index  value  (paid  using  GROUPER  4)  and  the  one  using  GROUPER  3, 

0.  29  percent,  was  attributed  solely  to  GROUPER  changes.  Similarly,  the  FY  1988 
data  was  processed  using  GROUPER  4  and  the  case-mix  index  value  was  0.93 
percent  higher  than  the  actual  case-mix  value  using  GROUPER  5  (the  version  used 
for  payment).  The  total  case-mix  difference  resulting  from  GROUPER  changes  was 
1.22  percent. 

Therefore,  in  the  Secretary's  judgment,  of  the  total  increase  in  the  case-mix  index 
value  from  FY  1986  to  FY  1988  (6.4  percent),  1.22  percent  was  the  result  solely  of 
recalibration  and  changes  made  to  the  GROUPER  program,  and  this  effect  was 
removed  from  the  relative  weights. 

B.       Reclassification  of  DRGs 

1.  MDC  4;  Diseases  and  Disorders  of  the  Respiratory  System 

The  Secretary  revised  DRG  475  (respiratory  system  diagnosis  with  ventilator  support) 
by  eliminating  the  requirement  of  coding  the  insertion  of  an  endotracheal  tube.  This 
allows  assignment  to  DRG  475  when  a  ventilator  patient  with  a  principal  diagnosis 
in  MDC  4  is  intubated  in  another  setting  and  then  admitted  for  inpatient  treatment. 
The  Secretary  further  revised  rules  to  DRG  475  by  now  allowing  all  transfer  cases 
from  DRG  474  and  475  to  be  assigned  to  DRG  475  at  the  receiving  hospital. 

The  Secretary  plans  to  study  the  effect  of  the  Yale  DRG  Refinement  Project  on 
classification  of  patients  with  ventilator  support  that  do  not  have  a  respiratory  system 
principal  diagnosis. 

2.  Surgical  Hierarchies 

The  Secretary  revised  the  surgical  hierarchy  for  MDC  5  (diseases  and  disorders  of 
the  circulatory  system)  and  MDC  8  (diseases  and  disorders  of  the  musculoskeletal 
system  and  connective  tissue). 

3.  Refinement  of  Complications  and  Comorbidities  List 

The  Secretary  eliminated  several  minor  cardiac  block  and  dysrhythmia  diagnoses 
from  the  CC  list;  revised  the  exclusion  lists;  and  added  a  number  of  CCs  to  the  list. 

4.  Review  of  Procedure  Codes  in  DRGs  468  and  477 

The  Secretary  implemented  two  DRG  classification  changes  to  reduce  assignment 
of  cases  to  DRG  477  (non-extensive  OR  procedure  unrelated  to  principal  diagnosis). 
The  revisions  involved  procedure  codes  relating  to  other  dilation  and  curettage  and 
aspiration  curettage  following  delivery  or  abortion.    In  addition,  changes  were 
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implemented  to  reduce  inappropriate  assignments  to  DRG  233  and  234  (other 
musculoskeletal  system  and  connective  tissues  OR  procedures.) 

5.  Additional  Classification  and  Coding  Improvements 

The  Secretary  implemented  a  fifth  digit  to  the  ICD-9-CM  codes  to  indicate  whether 
or  not  intractable  epilepsy  is  involved.  A  new  fifth  digit  was  also  implemented  in 
the  category  for  acute  myocardial  infarction;  it  distinguishes  an  initial  episode  of  care 
from  a  subsequent  episode  of  care.  Several  changes  were  implemented  regarding 
DRG  assignment  of  procedure  code  37.26  (electrophysi-ological  or  EP  studies).  In 
general,  these  changes  would  recognize  the  comparability  of  EP  studies  to  cardiac 
catherization  procedures  in  terms  of  resource  use  and  time  required.  In  addition, 
percutaneous  transluminal  coronary  anigoplasty  (PTCA)  will  be  assigned  as  a  cardiac 
catherization  procedure  to  DRG  106,  cardiac  catherization  procedures.  Finally, 
several  changes  were  implemented  regarding  the  assignment  of  cases  involving 
automatic  implanted  cardioverter  defibrillator. 

6.  Other  Issues 

The  Secretary  decided  not  to  create  a  new  DRG  for  cochlear  implants.  In  addition, 
the  Secretary  was  unable  to  determine  if  problems  associated  with  limb  salvage  could 
be  solved  through  GROUPER  logic  changes.  Further,  the  Secretary  was  unable  to 
evaluate  the  appropriateness  of  classification  changes  for  patients  with  Guillian- 
Barre  syndrome.  As  a  result,  no  changes  in  these  areas  were  implemented. 


III.    CHANGES  TO  THE  HOSPITAL  WAGE  INDEX 

A.  Update  the  Wage  Index  Data 

The  Secretary  based  the  wage  index  solely  on  1984  wage  data.  The  Secretary  stated  that 
this  change  will  not  significantly  impact  aggregate  prospective  payments. 

B.  Revisions  to  Wage  Index  for  Rural  Counties  Whose  Hospitals  are  Deemed  Urban 

As  required  by  the  Technical  and  Miscellaneous  Revenue  Act  of  1988  (Public  Law  100- 
647)  for  discharges  occurring  on  or  after  October  1,  1989  and  before  October  1,  1991,  the 
Secretary  calculated  the  wage  index  for  FY  1990  as  follows: 

o  MSAs  whose  wage  index  values  were  reduced  because  of  the  inclusion  of 
wage  data  from  adjacent  rural  hospitals  deemed  to  be  urban  will  have  wage 
indexes  calculated  excluding  the  rural  hospitals. 

o  Wage  index  values  will  be  calculated  on  a  county-specific  basis  for  those 
counties  with  rural  hospitals  deemed  to  be  urban. 


A-4 


o  Rural  areas  whose  wage  index  values  were  reduced  by  excluding  rural 
hospitals  deemed  urban  will  be  recalculated  to  include  such  hospitals.  Rural 
areas  whose  wage  index  values  increased  by  excluding  such  hospitals  will 
retain  the  higher  wage  index  values. 

C.       Future  Updates  to  the  Hospital  Wage  Index 

The  Secretary  has  developed  two  survey  forms  to  collect  data  for  the  FY  1991  update  of 
the  wage  index  as  required  by  OBRA  1987.  However,  before  implementing  this  updated 
wage  index  or  deciding  about  the  future  collection  of  data  by  occupational  categories  and 
incorporating  future  wage  survey  forms  into  the  hospital  cost  report,  the  Secretary  solicited 
comments  on  issues  including, 

o        Should  the  wage  index  include  data  on  contracted  labor? 

o  Which  fringe  benefits  should  be  included  in  the  wage  index,  and  how  should 
they  be  valued? 

o  If  occupational  data  were  collected,  what  formula  or  methodology  should  be 
used  in  calculating  an  occupational-mix  index? 

o        Should  the  survey  form  be  incorporated  into  the  hospital  cost  report? 


IV.  OTHER  DECISIONS  AND  CHANGES 

A.  Burn  Outlier  Cases 

The  Secretary  will  pay  burn  outlier  cases  at  a  90  percent  marginal  cost  factor  for  cost 
outliers,  and  60  percent  marginal  cost  factor  for  day  outliers.  Dual  outliers  will  be  paid 
using  the  method  that  provides  the  greatest  payment. 

B.  Payments  to  Sole  Community  Hospitals 

The  Secretary  will  allow  a  hospital  that  cancels  its  SCH  status  to  requalify  as  a  SCH  after 
one  full  year  passes  since  cancellation  was  effective,  provided  they  meet  the  criteria  for 
qualification. 

The  Secretary  extended  indefinitely  the  provision  that  allows  SCHs  to  receive  a  payment 
adjustment  when  it  experiences  a  significant  increase  in  operating  costs  resulting  from  new 
inpatient  services  or  facilities. 

The  fiscal  intermediaries  (FIs)  will  determine  payment  adjustment  for  SCHs  experiencing 
significant  volume  decreases.    Hospitals  can  appeal  the  FFs  determination. 
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Further,  the  Secretary  eliminated  the  market  share  test  for  hospitals  located  more  than  35 
miles  from  a  like  hospital. 

C.  Cancer  Hospitals 

The  Secretary  clarified  that  cancer  hospitals  receiving  payments  on  a  reasonable  cost  basis 
retain  their  status  as  subsection  (d)  hospitals.  This  clarification,  in  general,  eliminated  PIP 
status  for  cancer  hospitals  and  subjected  cancer  hospitals  to  the  capital  payment  reductions. 

D.  Rural  Referral  Centers 

A  rural  hospital  must  meet  several  criteria  to  qualify  as  a  referral  center.  One  of 
the  criteria  is  that  the  hospital  have  275  or  more  beds  available  for  use.  If  the 
hospital  does  not  meet  the  bed  size  criterion  it  can  qualify  by  meeting  two  mandatory 
criteria  (number  of  discharges  and  case-mix  index)  and  at  least  one  of  three  optional 
criteria  (medical  staff,  source  of  inpatients,  or  volume  of  referrals). 

1.  Updating  of  Criteria 

For  cost  reporting  periods  beginning  on  or  after  October  1,  1989,  to  qualify  as  a 
referral  center  a  hospital's  case-mix  index  value  for  FY  1988  would  have  to  be  at 
least  (a)  1.2187  or  (b)  equal  to  the  median  case-mix  value  for  urban  hospitals 
(excluding  those  with  approved  teaching  programs)  located  in  the  same  census 
region.  In  addition,  the  hospital's  number  of  discharges  in  FY  1988  must  also  be  at 
least  (a)  5,000  or  (b)  equal  to  the  median  number  of  discharges  for  urban  hospitals 
located  in  the  same  census  region. 

2.  Retention  of  Referral  Center  Status 

OBRA  1986  provided  that  any  hospital  classified  as  a  referral  center  on  the  date  of 
enactment  of  that  law  will  continue  to  be  so  classified  for  cost  reporting  periods 
beginning  on  or  after  October  1,  1986  and  before  October  1,  1989.  With  the 
expiration  of  this  legislation,  the  Secretary  implemented  the  following  retention 
policy.  To  retain  status  as  a  referral  center,  a  hospital  must  meet  the  criteria  for 
classification  for  at  least  2  of  the  3  years  after  it  qualifies  or  must  qualify  on  the 
basis  of  the  requirements  for  the  current  year. 

E.  Outlier  Payment 

The  Secretary  set  the  outlier  thresholds  so  that  estimated  outlier  payments  equal  5.1  percent 
of  total  PPS  payments.  The  thresholds  for  FY  1990  for  day  outlier  cases  will  be  the 
geometric  mean  length  of  stay  plus  the  lesser  of  28  days  or  3  standard  deviations,  and  for 
cost  outlier  cases  it  will  be  the  greater  of  2.0  times  the  DRG's  prospective  payment  rate  or 
$34,000. 

Under  these  thresholds,  approximately  34  percent  of  all  cases  receiving  outlier  payments 
will  be  paid  using  the  cost  outlier  methodology  and  66  percent  using  the  day  outlier 
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methodology.  About  46  percent  of  total  outlier  payments  will  be  spent  for  cases  which 
qualify  as  day  outliers,  and  54  percent  for  cost  outlier  cases. 

F.       Other  Areas 

The  Secretary  made  several  conforming  amendments  required  by  law. 


V.      OTHER  PROPAC  RECOMMENDATIONS 

A.  Indirect  Medical  Education  Adjustment  (Rec.  8) 

The  Secretary  agreed  that  the  indirect  medical  eduction  adjustment  should  be  reduced. 
However,  the  Secretary  believes  it  should  be  reduced  to  4.05  immediately.  In  addition,  the 
Secretary  believes  payments  to  other  hospitals  are  adequate;  therefore,  the  reduction  should 
not  be  implemented  in  a  budget  neutral  manner. 

B.  Outlier  Payment  Policy  (Rec.  9) 

The  Secretary  agreed  to  continue  examination  of  outlier  payment  policy.  In  particular,  the 
Secretary  is  interested  in  developing  policies  to  protect  small  rural  hospitals  from  financial 
hardship  due  to  costly  cases.  In  addition,  the  Secretary  believes  that  the  PROs  should 
conduct  an  assessment  of  whether  patients  are  denied  access  to  health  care  services. 

C.  Updating  the  Area  Wage  Index  (Rec.  10) 

The  Secretary  shares  ProPACs  concern.  A  survey  has  been  distributed  to  collect  1988 
wage  data  from  all  PPS  hospitals.  Due  to  time  constraints,  the  new  wage  index  will  not 
be  developed  earlier  than  March  1990. 

D.  Improving  the  Cost  Data  for  Decision  Making  (Rec.  11) 

The  Secretary  believes  the  demonstration  project  and  electronic  cost  report  format  will 
result  in  more  timely  and  uniform  data. 

E.  Improvements  in  Case-Mix  Measurement  (Rec.  12) 

The  Secretary  agreed  that  a  full  assessment  of  the  Yale  refinement  DRG  study  is  necessary 
and  will  be  pleased  to  work  with  ProPAC  in  this  regard.  The  Secretary  does  not  plan  to 
implement  the  Yale  model  in  1991.  However,  he  will  evaluate  whether  certain  aspects  of 
the  model  could  be  implemented  separately. 

F.  Evaluation  of  PRO  Review  and  Quality  of  Care  (Rec.  14) 

The  Secretary  agreed  that  the  impact  of  PROs  on  quality  of  care  needs  evaluating.  The 
Secretary  also  agreed  that  more  sophisticated  methods  of  inpatient  and  outpatient  quality 
review  should  be  developed,  tested,  and  implemented. 
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The  Secretary  described  current  review  mechanisms.  One  involves  the  SuperPRO,  which 
validates  PRO's  determinations.  The  SuperPRO  identifies  quality  issues  that  should  have 
been  addressed  by  the  PRO  using  the  generic  screening  criteria.  The  SuperPRO  findings, 
including  those  related  to  generic  quality  screens,  will  be  considered  in  the  PRO  evaluation 
process.  The  second  method  involves  the  PRO  Monitoring  Protocol  and  Tracking  System 
(PROMPTS).  PROMPTS  monitors  PROs  performance  in  the  area  of  quality  of  care,  also. 
PROMPTS  includes  regional  office  review  of  PRO  clinical  decisions,  including  generic 
screen  failures.  In  addition,  the  Secretary  is  developing  methodologies  for  PROs'  to  use 
when  proposing  pilot  projects  to  improve  quality  measures  in  both  the  inpatient  and 
outpatient  setting. 

In  addition,  the  Secretary  has  begun  a  project  that  collects  abstracted  clinical  data  to  detect 
problems  in  the  medical  treatment  of  beneficiaries.  To  establish  a  baseline  measure  of 
health  and  functional  status,  the  Secretary  is  considering  establishing  a  registry  that  will 
contain  assessments  of  the  condition  of  Medicare  beneficiaries  at  the  time  of  entry  into  the 
health  system  and  at  appropriate  intervals  thereafter.  Finally,  the  Secretary  is  about  to 
begin  a  demonstration  to  review  services  furnished  by  physicians  in  various  settings. 

G.  Rural  Hospitals  (Rec.  15) 

The  Secretary  believes  that  administrative  and  legislative  changes  have  improved  payment 
equity  for  rural  hospitals.  However,  changes  in  PPS  cannot  address  the  fundamental 
problems  facing  rural  hospitals  that  arise  from  changing  economic  circumstances.  The 
Secretary  is  placing  priority  on  research  related  to  rural  hospitals. 

H.  Medicare  Payment  for  Hospital  Outpatient  Surgery  (Rec.  16) 

While  the  Secretary  agreed  with  the  objective  to  develop  a  PPS  for  hospital  outpatient 
surgery,  he  disagreed  with  ProPAC's  approach.  The  Secretary  believes  that  the  system 
should:  (1)  ensure  that  Medicare  expenditures  are  no  greater  than  current  law,  and  (2) 
create  a  level  playing  field  between  ASCs  and  OPDs  where  only  justifiable  differences  in 
costs  should  be  recognized.  Therefore,  the  Secretary  believes  no  changes  should  be 
instituted  at  this  time. 

In  addition,  the  Secretary  believes  that  changes  to  the  current  system  on  a  temporary  basis 
would  be  disruptive  to  the  industry  and  strain  current  spending.  Instead,  the  Secretary  is 
developing  a  fully  prospective  payment  system  for  all  OPD  services  as  required  by  Statute. 

I.  Beneficiary  Liability  for  Hospital  Outpatient  Surgery  (Rec.  17) 

Since  the  Secretary  is  not  adopting  a  PPS  system  for  OPD  surgery,  this  recommendation 
cannot  be  implemented. 
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APPENDIX  B 


SUMMARY  OF  COMMISSION'S  1989  RECOMMENDATION 

AND  SECRETARY'S  RESPONSE 


This  section  summarizes  ProPAC's  recommendations  to  the  Secretary  for  fiscal  year  1990 
and  the  Secretary's  response.  It  is  arranged  in  two  parts.  The  first  part,  based  on 
Commission  recommendations,  is  organized  as  follows: 

o  First  the  Commission's  recommendation,  as  stated  in  its  March  1989  Report, 
is  provided. 

o  The  Secretary's  response  to  the  recommendation  is  summarized.  This 
response  was  contained  in  the  proposed  rule  issued  May  8,  1989,  by  the 
Department  of  Health  and  Human  Services,  Health  Care  Financing 
Administration,  (54  Federal  Register  87,  19636). 

o  The  Commission's  comment  on  the  NPRM,  as  transmitted  to  the  Secretary 
of  HHS  July  7,  1989,  is  summarized. 

o  Finally,  the  Secretary's  final  action,  as  contained  in  the  final  PPS  rule,  is 
provided.  The  final  rule  was  issued  September  1,  1989  (54  Federal  Register 
169,  36452) 

In  some  cases,  the  Commission's  comment  follows  more  than  one  recommendation. 

The  second  part,  based  on  the  Secretary's  actions,  is  organized  as  follows: 

o  First,  changes  initiated  by  the  Secretary  in  the  notice  of  proposed  rule-making 
(NPRM)  are  summarized. 

o        Then,  the  Commission's  comment  on  these  changes  is  summarized. 

o        Finally,  the  Secretary's  final  action  is  desribed. 


PART  I  --  COMMISSION  RECOMMENDATIONS 

UPDATING  PPS  PAYMENTS  AND  RATE  OF  INCREASE 

ProPAC  Recommendation  1:  Amount  of  the  Update  Factor  for  PPS  Hospitals 

For  fiscal  year  1990,  the  standardized  amounts  should  be  updated  by  the  following  factors: 


o  The  projected  increase  in  the  modified  PPS  market  basket  as  recommended 
by  ProPAC,  currently  estimated  at  5.8  percent; 

o  A  positive  adjustment,  currently  estimated  at  0.6  percent,  to  correct  for  errors 
in  the  fiscal  year  1989  market  basket  forecast; 

o        A  discretionary  adjustment  factor  of  0.0  percentage  points; 

o        A  net  -0.7  percent  adjustment  for  case-mix  change; 

o  A  -0.8  percent  adjustment  for  urban  hospitals  to  reflect  first-year  PPS  cost 
information; 

o  A  differential  update  for  urban  hospitals  in  MSAs  with  more  than  1  million 
people,  accomplished  by  a  +0.2  percent  adjustment  for  these  hospitals  and 
a  -0.3  percent  adjustment  for  other  urban  hospitals. 

Secretary's  Response 

The  regulation  reports  the  statutory  update  as  being  equal  to  the  increase  in  the  market 
basket,  currently  estimated  at  5.8  percent.  The  projected  effects  of  this  increase,  combined 
with  other  proposed  changes  (including  a  1.35  reduction  in  DRG  weights,  the  wage  index, 
as  well  as  a  reduction  in  outlier  payments),  are  reported  in  the  NPRM.  The  proposed  FY 
1990  rates  would  have  a  differential  impact  on  hospitals  according  to  geographic  location. 
In  general,  the  net  effect  of  these  changes  would  be  to  increase  payments  to  hospitals  in 
rural  areas  by  3.9  percent,  in  large  urban  areas  by  3.9  percent,  and  in  other  urban  areas  by 
4.2  percent. 

However,  the  Secretary  proposes  an  update  that  is  consistent  with  the  Administration's 
budget  proposal;  that  is,  an  average  of  the  market  basket  increase  minus  1.5  percentage 
points.  The  Secretary  believes  an  update  higher  than  prior  years  is  appropriate  in  order 
to  ensure  a  high  quality  of  care.  However,  an  update  lower  than  the  market  basket  is 
necessary  to  encourage  cost  efficiency. 

The  Secretary  recommends  a  higher  update  for  hospitals  located  in  rural  areas  and  in  large 
urban  areas.  The  Secretary  does  not  specify  what  the  updates  for  these  areas  should  be. 

ProPAC's  Comment 

The  Commission  believes  that  the  update  recommended  by  the  Secretary,  in  combination 
with  the  recommendation  that  the  DRG  relative  weights  be  adjusted  for  the  effect  of 
changes  in  the  GROUPER  program,  will  result  in  PPS  rates  that  are  insufficient  to 
maintain  a  proper  level  of  payment  for  hospitals  under  PPS.  In  addition,  the  lack  of  a  well- 
defined  framework  describing  the  components  of  the  Secretary's  update  recommendation 
makes  it  difficult  to  assess  the  reasoning  behind  it. 
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The  average  update  recommended  by  the  Secretary  is  lower  than  that  recommended  by 
ProPAC.  Moreover,  the  Secretary's  proposal  to  adjust  the  DRG  relative  weights  for  the 
effect  of  changes  in  the  GROUPER  program  on  the  case-mix  index  (see  below)  amounts 
to  a  further  administrative  reduction  in  PPS  rates  of  1.35  percent.  The  total  effect  of  the 
Secretary's  proposal,  then,  is  to  update  the  PPS  rates  by  the  forecasted  increase  in  the 
market  basket  minus  2.85  percent-almost  two  percentage  points  lower  than  the 
Commission's  recommendation. 


In  addition,  the  lack  of  a  well-defined  framework  to  describe  how  the  Secretary's  update 
recommendation  was  formulated  makes  it  difficult  to  properly  assess  the  reasoning  behind 
it.  Without  this  type  of  framework,  the  recommendation  could  be  interpreted  as  arbitrary 
and  driven  solely  by  budgetary  considerations. 


Final  Action 


As  required  by  statute,  the  regulation  contains  an  update  in  the  prospective  payment  rates 
and  target  ceiling  rates  equal  to  the  increase  in  the  market  basket,  5.5  percent. 

The  Secretary  did  not  change  his  update  recommendation  averaging  market  basket  minus 
1.5  percent.  The  Secretary  states  that  the  following  factors  were  considered: 

o  Decline  in  operating  margins  ~  For  FY  1987,  large  urban  hospitals  had 
margins  of  5.8  percent,  other  urban  hospitals  had  margins  of  6.8  percent,  and 
rural  hospital  margins  were  -0.2  percent. 

o  Productivity  adjustment  —  An  adjustment  of  -1.0  percent  should  be  used  to 
encourage  productivity  gains. 

o        New  technologies  ~  A  small  adjustment  for  new  technologies. 

o  Practice  patterns  ~  An  adjustment  of  as  much  as  -0.84  percent  for  cumulative 
changes  in  practice  patterns  would  be  appropriate. 

o  Outcome  measures  ~  A  (subjective)  adjustment  that  considers  indicators  such 
as  preventable  deaths,  premature  discharges,  and  substandard  regimens  of 
care. 


ProPAC  Recommendation  2:  Market  Basket  Structure 

The  Commission  believes  the  hospital  industry  wage  portion  of  the  market  basket  should 
be  increased  to  better  reflect  changes  in  hospital  and  other  labor  markets.  The  wage  and 
benefit  component  of  the  market  basket  should  be  measured  using  50  percent  Employment 
Cost  Index  compensation  series  for  hospital  workers  and  50  percent  non-hospital  ECI 
compensation  series  reflecting  the  types  of  employees  hospitals  hire.  The  Commission  also 
encourages  the  development  of  an  ECI  compensation  series  specific  to  hospital  professional 
and  technical  workers. 
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Secretary's  Response 


The  Secretary  intends  to  study  this  recommendation  regarding  the  labor  inputs  used  to 
construct  the  hospital  market  basket. 

ProPAC's  Comment 

The  Commission  is  pleased  that  the  Secretary  will,  as  part  of  the  next  periodic  rebasing  of 
the  market  basket,  re-examine  the  role  of  hospital  input  prices.  The  current  market  basket 
gives  inadequate  recognition  to  the  unique  characteristics  of  the  hospital  labor  market. 
Giving  equal  weight  to  hospital  and  non-hospital  wage  measures  would  more  appropriately 
reflect  changes  in  the  markets  in  which  hospitals  must  establish  their  wage  and  benefit 
levels.  The  Commission,  therefore,  strongly  encourages  the  Secretary  to  adopt  its 
recommendation  on  revising  the  market  basket  structure. 

Final  Action 

No  change. 


ProPAC  Recommendation  3:  Discretionary  Adjustment  Factor 

For  fiscal  year  1990,  the  net  allowance  for  scientific  and  technological  advancement  and 
productivity  improvement  in  the  discretionary  adjustment  factor  should  be  zero. 

Secretary's  Response 

None 

ProPAC  Comment 

None 

Final  Action 

No  change. 

ProPAC  Recommendation  4:  Adjustments  for  Case-Mix  Change 

For  fiscal  year  1990,  the  PPS  standardized  amounts  should  be  reduced  by  0.7  percent  to 
account  for  increased  payments  from  case-mix  index  change.  This  adjustment  reflects: 

o        A  3.0  percent  reduction  for  the  estimated  case-mix  index  change  during  fiscal 
year  1989; 
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o        A  positive  allowance  of  1.5  percent  for  real  across-DRG  case-mix  index 
change  during  fiscal  year  1989;  and 

o       A  positive  allowance  of  0.8  percent  for  within-DRG  case-complexity  change 
during  fiscal  year  1989. 

Given  its  importance  for  hospital  payments,  the  Commission  urges  the  Secretary  to  continue 
research  that  will  help  measure  case-mix  change  and  its  components. 

Secretary's  Response 

None;  however,  see  proposed  changes  under  recalibration. 
ProPAC  Comment 

None;  however,  see  comments  under  recalibration. 
Final  Action 

No  change,  see  comments  under  recalibration. 

ProPAC  Recommendation  5:  Adjustment  to  the  Level  of  the  Urban  Standardized  Amounts 

The  update  factor  for  fiscal  year  1990  should  include  an  adjustment  to  lower  the  urban 
standardized  amounts  by  0.8  percent.  No  reduction  should  be  applied  to  the  rural 
standardized  amount.  The  reduction  is  the  final  portion  of  a  three-year  phased  adjustment 
previously  recommended  by  the  Commission.  It  reflects  the  Commission's  judgment  of  how 
information  on  average  Medicare  costs  per  case  from  the  first  year  of  PPS  should  be 
incorporated  into  the  update  factor. 

Secretary's  Response 

None 

ProPAC  Comment 

None 

Final  Action 

No  change. 

ProPAC  Recommendation  6:  Additional  Update  for  Hospitals  in  Large  Urban  Areas 

For  fiscal  year  1990,  urban  hospitals  in  Metropolitan  Statistical  Areas  with  more  than  1 
million  people  should  receive  an  update  factor  0.5  percent  more  than  hospitals  in  other 
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MSAs.  This  should  be  accomplished  by  a  0.2  percent  increase  to  the  standardized  amounts 
for  large  urban  areas  combined  with  a  0.3  percent  reduction  to  the  other  urban 
standardized  amounts. 

The  higher  costs  of  hospitals  located  in  large  urban  areas  are  not  fully  recognized  by 
current  PPS  payment  policy.  Because  a  differential  update  factor  is  an  imprecise  method 
of  adjustment,  more  research  should  be  undertaken  to  further  the  understanding  of  the 
sources  of  higher  costs  in  these  areas.  Simultaneously,  a  broad  review  of  PPS  payment 
equity  should  be  undertaken,  including  consideration  of  overlap  among  current  payment 
adjustments. 

Secretary's  Response 

The  Secretary  agrees  that  hospitals  in  large  urban  areas  should  receive  a  higher  update. 

ProPAC  Comment 

None 

Final  Action 

No  change. 


ProPAC  Recommendation  7:  Update  Factor  for  Excluded  Hospitals  and  Distinct-Part 
Units 

For  fiscal  year  1990,  the  increase  in  the  target  rate  for  excluded  hospitals  and  distinct-part 
units  should  be  determined  separately  from  the  PPS  update  factor.  The  rehabilitation, 
psychiatric,  and  long-term  facilities'  target  rate  of  increase  should  reflect  the  projected 
increase  in  the  hospital  market  basket  for  these  hospitals  corrected  for  forecast  error.  The 
target  rate  of  increase  for  children's  hospitals  should  reflect  the  projected  rate  of  increase 
in  the  PPS  hospital  market  basket  corrected  for  forecast  error. 
Secretary's  Response 

The  regulations  contain  the  statutory  update  equal  to  the  increase  in  the  market  basket, 
currently  estimated  at  5.8  percent. 

The  Secretary  proposes  an  increase  greater  than  market  basket  minus  1.5  percent. 


ProPAC  Comment 

The  Commission  agrees  that  an  update  higher  than  market  basket  minus  1.5  percentage 
points  is  warranted.  In  addition,  the  Commission  believes  the  update  should  equal  the 
market  basket  increase  for  these  hospitals  (except  for  pediatric  facilities,  where  the  update 
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should  equal  the  PPS  market  basket  increase).  We  encourage  the  Secretary  to  continue  to 
compute  a  separate  PPS-exempt  market  basket.  While  the  differences  at  this  time  may  be 
marginal,  this  situation  may  change  in  the  future. 

Final  Action 

The  Secretary  agrees  that  a  separate  market  basket  for  exempt  hospitals,  specifically 
rehabilitation,  should  be  explored.  An  indepth  analysis  will  be  conducted  on  this  issue  in 
conjunction  with  the  overall  rebasing  of  the  hospital  market  basket  for  fiscal  year  1991. 


ADJUSTMENTS  TO  THE  PPS  PAYMENT  FORMULA 

ProPAC  Recommendation  8:  Indirect  Medical  Education  Adjustment 

The  Commission  recommends  that  the  Secretary  seek  legislation  to  reduce  the  indirect 
medical  education  adjustment  from  its  current  level  of  7.7  percent  to  6.6  percent  for  fiscal 
year  1990.  This  reduction  should  be  implemented  in  a  budget  neutral  fashion,  with  the 
savings  returned  to  all  hospitals  through  corresponding  increases  in  the  standardized 
amounts. 

Secretary's  Response 

The  Secretary  agrees  that  the  indirect  medical  eduction  adjustment  should  be  reduced. 
However,  the  Secretary  believes  it  should  be  reduced  to  4.05  percent  (ProPAC's  estimates 
was  4.4  percent)  immediately.  In  addition,  the  Secretary  believes  payments  to  other 
hospitals  are  adequate;  therefore,  the  reduction  should  not  be  implemented  in  a  budget 
neutral  manner. 

ProPAC  Comment 

The  Commission's  recommendation  to  lower  this  adjustment  to  6.6  percent  was  based  not 
only  on  careful  consideration  of  the  results  of  statistical  analysis,  but  more  importantly, 
critical  indicators  of  hospitals'  financial  performance,  and  appropriate  public  policy  options. 
The  Commission  believes  that  a  reduction  below  the  6.6  percent  level  for  fiscal  year  1990 
would  not  be  consistent  with  teaching  hospitals  overall  financial  status. 

The  Commission  believes  it  is  important  to  consider  both  the  overall  financial  position  of 
institutions  that  serve  Medicare  beneficiaries,  in  addition  to  Medicare  operating  margins, 
when  developing  Medicare  payment  policy.  A  gradual  lowering  of  the  teaching  adjustment 
would  meet  the  payment  policy  objectives  of  PPS  while  maintaining  sensitivity  to  the  overall 
financial  position  of  these  hospitals. 

Final  Action 

No  change.  The  Secretary  did  indicate,  however,  that  the  recommendation  was  based  on 
the  results  of  a  1985  study  conducted  by  the  Congressional  Budget  Office  (CBO).  In 
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addition,  recent  analyses  conducted  by  the  General  Accounting  Office  and  CBO  supported 
the  Secretary's  recommendation.  However,  the  Secretary  is  not  seeking  legislation  to 
modify  the  adjustment. 


ProPAC  Recommendation  9:  Outlier  Payment  Policy 

The  Commission  believes  that  modifications  in  outlier  payment  methodology  that  were 
implemented  during  fiscal  year  1989  represent  an  improvement  in  the  payment  system. 
The  Secretary  should  continue  to  examine  methods  for  improving  the  effectiveness  of 
outlier  payment  in  accomplishing  its  two  major  objectives:  protecting  hospitals  from  the 
risk  of  extraordinarily  costly  cases,  and  protecting  types  of  patients  who  are  more  likely  to 
be  extraordinarily  costly  from  a  potential  decrease  in  access  to  inpatient  hospital  services. 
This  examination  should  include  a  review  of  the  fundamental  structure  of  outlier  payment 
policy. 

Secretary's  Response 

The  Secretary  agrees  to  continue  examination  of  outlier  payment  policy.  In  particular,  the 
Secretary  is  interested  in  developing  policies  to  protect  small  rural  hospitals  from  financial 
hardship  due  to  costly  cases.  In  addition,  the  Secretary  believes  that  the  PROs  should 
conduct  the  assessment  of  whether  patients  are  denied  access  to  health  care  services. 

ProPAC  Comment 

None 

Final  Action 

No  change. 


DATA  COLLECTION  AND  MEASUREMENT 

ProPAC  Recommendation  10:  Updating  the  Area  Wage  Index 

The  Commission  strongly  urges  the  Secretary  to  collect  more  current  data  on  hospital  wages 
and  hours  of  employment,  and  to  use  these  data  to  update  the  wage  index  for  fiscal  year 
1990.  The  Secretary  also  should  develop  a  permanent  mechanism  for  obtaining  accurate 
hospital  wage  data  annually.  In  addition,  the  Commission  urges  the  Secretary  to  update  the 
wage  index  at  least  every  other  year. 

Secretary's  Response 

The  Secretary  shares  ProPAC's  concern.  A  survey  has  been  distributed  to  collect  1988 
wage  data  from  all  PPS  hospitals.  Due  to  time  constraints,  the  new  wage  index  will  not 
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be  developed  earlier  than  March  1990.  Therefore,  it  cannot  be  used  for  adjusting  the  fiscal 
year  1990  rates. 

ProPAC  Comment 

None 

Final  Action 

No  change. 


ProPAC  Recommendation  11:  Improving  the  Cost  Data  Used  for  Decision  Making 

The  Secretary  should  initiate  the  developmental  work  necessary  to  secure  the  future  role 
of  the  Medicare  Cost  Report  as  a  vital  information  source  for  policy  evaluation  and 
decision  making.  Although  the  cost  report  was  originally  developed  and  continues  to  be 
used  as  a  reimbursement  tool,  it  is  also  increasingly  used  as  a  source  of  data.  This  trend 
will  continue  and  should  be  encouraged.  Efforts  to  improve  the  Medicare  Cost  Report 
should  attempt  to  minimize  the  administrative  burden  on  hospitals,  fiscal  intermediaries, 
and  the  Federal  government. 

Secretary's  Response 

The  Secretary  believes  the  demonstration  project  and  electronic  cost  report  format  will 
result  in  more  timely  and  uniform  data. 

ProPAC  Comment 

The  Commission  heartily  endorses  this  project,  and  we  anticipate  assessing  the  results  of 
the  demonstration  for  national  applicability.  Further,  ProPAC  appreciates  the  opportunity 
it  has  had  to  participate  in  the  development  and  conduct  of  the  project. 

In  addition  to  the  demonstration,  however,  ProPAC  believes  that  a  broad  examination  of 
the  data  needed  to  support  decision  making  should  be  undertaken.  This  examination  must 
reconcile  the  scope  of  data  needs  with  the  desire  for  data  consistency,  accuracy  and 
timeliness,  as  well  as  reduced  reporting  burden. 
Final  Action 

No  change. 


ProPAC  Recommendation  12:  Improvements  in  Case-Mix  Measurement 

The  Commission  urges  the  Secretary  to  immediately  begin  thorough  evaluation  of  the 
potential  consequences  of  adopting  DRG  refinements  recently  developed  at  Yale  University. 
Preliminary  results  from  this  project  appear  to  be  positive.  Much  work  remains  to  be  done, 


B-9 


however,  to  understand  all  the  implications  of  applying  these  refinements  to  PPS.  The 
Commission  will  be  pleased  to  cooperate  with  the  Secretary  to  further  this  effort. 

Secretary's  Response 

The  Secretary  agrees  that  a  full  assessment  of  the  Yale  refinement  DRG  study  is  necessary 
and  will  be  pleased  to  work  with  ProPAC  in  this  regard. 

ProPAC  Comment 

None 

Final  Action 

No  change. 


ProPAC  Recommendation  13:  Reassignment  of  Patients  with  Guillain-Barre  Syndrome 

The  Secretary  should  reassign  patients  with  Guillain-Barre  syndrome  from  DRGs  18  and 
19  to  DRG  20,  DRG  34  or  a  new  DRG. 

Secretary's  Response 

The  Secretary  was  unable  to  evaluate  the  appropriateness  of  classification  changes  for 
patients  with  Guillain-Barre  syndrome.  As  a  result,  no  changes  in  this  area  are  proposed. 

ProPAC  Comment 

Given  the  magnitude  of  the  differences  between  costs  for  Guillain-Barre  cases  and  other 
cases  in  DRGs  18  and  19,  it  is  unclear  why  HCFA  feels  analysis  of  fiscal  year  1988  data  is 
essential.  ProPAC  believes  strongly  that  PPS  must  be  sufficiently  flexible  to  correct  such 
payment  inequities  in  a  timely  fashion. 

Final  Action 

The  Secretary  agreed  that  HCFA's  preliminary  review  of  data  indicates  that  these  GBS 
patients  consume  more  resources  than  other  cases  within  the  same  DRG.  The  Secretary 
will  examine  the  issue  of  appropriate  DRG  assignment  of  these  cases. 


QUALITY  OF  CARE 

ProPAC  Recommendation  14:  Evaluation  of  PRO  Review  of  Quality  of  Care 

The  Secretary  should  evaluate  the  impact  of  the  Peer  Review  Organizations  on  quality  of 
care.  Intensified  analysis  of  the  PRO  findings  and  validation  of  the  PRO  quality  review 


B-10 


process  should  be  included  in  the  evaluation.  The  validity,  reliability,  and  efficiency  of  the 
PRO  quality  screens  should  receive  special  emphasis  in  the  evaluation.  In  addition,  the 
Secretary  should  continue  to  develop,  test,  and  implement  more  sophisticated  methods  of 
inpatient  and  outpatient  quality  review.  He  should  also  develop  additional  mechanisms  to 
identify  and  evaluate  quality  of  care  beyond  the  immediate  period  of  hospitalization,  placing 
more  emphasis  on  outcomes  of  care. 

Secretary's  Response 

The  Secretary  agrees  that  the  impact  of  PROs  on  quality  of  care  needs  evaluating.  The 
Secretary  also  agrees  that  more  sophisticated  methods  of  inpatient  and  outpatient  quality 
review  should  be  developed,  tested,  and  implemented. 

The  Secretary  described  current  review  mechanisms.  One  involves  the  SuperPRO,  which 
validates  PRO's  determinations.  The  SuperPRO  identifies  quality  issues  that  should  have 
been  addressed  by  the  PRO  using  the  generic  screening  criteria.  The  SuperPRO  findings, 
including  those  related  to  generic  quality  screens,  will  be  considered  in  the  PRO  evaluation 
process.  The  second  method  involves  the  PRO  Monitoring  Protocol  and  Tracking  System 
(PROMPTS).  PROMPTS  also  monitors  PROs  performance  in  the  area  of  quality  of  care. 
PROMPTS  includes  regional  office  review  of  PRO  clinical  decisions,  including  generic 
screen  failures.  In  addition,  the  Secretary  is  developing  methodologies  for  PROs  to  use  in 
proposing  pilot  projects  to  improve  quality  measures  in  both  the  inpatient  and  outpatient 
setting. 

ProPAC  Comment 

The  Commission  does  not  believe  that  these  activities  are  an  adequate  or  acceptable 
substitute  for  a  major  evaluation  of  the  results  of  the  PRO  program.  The  activities  cited 
by  the  Secretary  are  simply  administrative  tools  used  in  the  proper  and  efficient 
administration  of  the  program. 

The  PRO  programs  are  entering  their  third  contract  cycle.  It  is  time  to  step  back  and 
undertake  an  independent,  thorough  examination  of  the  impact  of  PROs  on  quality  of  care 
for  Medicare  beneficiaries,  as  ProPAC  has  recommended. 

Final  Action 

The  Secretary  indicates,  in  addition  to  the  review  activities  listed  above,  that  a 
demonstration  project  is  about  to  begin  to  review  services  furnished  by  physicians  in  various 
settings.  In  addition,  a  project  is  underway  which  collects  abstracted  clinical  data  to  detect 
problems  in  the  medical  treatment  of  Medicare  beneficiaries.  The  data  generated  from 
these  and  other  projects  will  allow  the  Secretary  to  refine  goals  and  objectives  for  the 
program. 
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RURAL  HOSPITALS 


ProPAC  Recommendation  15:  Rural  Hospitals 

The  Commission  is  concerned  about  the  problems  affecting  rural  hospitals  and  the  rural 
health  care  system,  as  well  as  the  implications  of  these  problems  for  access  to  needed  health 
care.  The  Commission  recognizes  that  these  problems  extend  beyond  PPS  and  Medicare. 
The  Commission  urges  the  Secretary  to  continue  the  Department's  rural  health  care 
research  and  policy  agenda.  Meanwhile,  the  Commission  will  continue  its  analysis  of  the 
effects  of  PPS  on  rural  hospitals. 

Secretary'  Response 

The  Secretary  believes  that  administrative  and  legislative  changes  have  improved  payment 
equity  for  rural  hospitals.  However,  changes  in  PPS  cannot  address  the  fundamental 
problems  facing  rural  hospitals  that  arise  from  changing  economic  circumstances.  The 
Secretary  is  placing  priority  on  research  related  to  rural  hospitals.  (For  additional 
information,  see  discussion  under  Sole  Community  Hospitals  and  beneficiary  access  to  care 
in  rural  areas.) 

ProPAC  Comment 

The  Commission  is  pleased  that  the  Secretary  will  conduct  research  on  issues  related  to 
rural  hospitals.  In  addition,  we  agree  with  the  Secretary  that  "changes  to  the  Medicare 
program  alone  will  not  be  sufficient  to  assure  essential  access  to  rural  health  care." 

Final  Action 

No  change. 

AMBULATORY  SURGERY  PAYMENT 

ProPAC  Recommendation  16:  Medicare  Payment  for  Hospital  Outpatient  Surgery 

Beginning  in  fiscal  year  1990,  Medicare  payment  for  the  facility  component  of  hospital 
outpatient  surgery,  including  capital,  should  be  entirely  prospective.  Separate  rates  should 
be  established  for  each  of  the  six  groups  proposed  for  payment  of  services  furnished  in 
freestanding  ambulatory  surgery  centers  (ASCs).  The  rate  for  fiscal  year  1990  should  be 
based  on  a  blend  of  hospital-specific  costs,  average  hospital  costs,  and  the  rate  paid  to 
ASCs.  The  rate  should  be  updated  annually  following  the  approach  used  under  PPS.  The 
overall  level  of  the  prospective  rates  should  be  set  so  that  the  sum  of  Medicare  and 
beneficiary  payments  to  hospitals  would  be  the  same  in  fiscal  year  1990  as  they  would  have 
been  under  current  policy.  Payments  should  reflect  differences  in  area  wages.  These 
changes  in  hospital  outpatient  surgery  payment  policy  should  apply  to  the  list  of  ASC- 
approved  procedures  only;  other  Medicare  payment  provisions  should  continue  for  non-list 
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procedures.  The  Commission  is  not  recommending  differential  treatment  of  eye  and  ear 
specialty  hospitals. 

Secretary's  Response 

While  the  Secretary  agrees  with  the  objective  to  develop  a  PPS  for  hospital  outpatient 
surgery,  it  disagrees  with  ProPAC's  approach.  The  Secretary  believes  that  the  system 
should:  (1)  ensure  that  Medicare  expenditures  are  no  greater  than  current  law,  and  (2) 
create  a  level  playing  field  between  ASCs  and  OPDs  where  only  justifiable  differences  in 
costs  should  be  recognized.  Therefore,  the  Secretary  believes  no  changes  should  be 
instituted  at  this  time. 

ProPAC  Comment 

The  Commission  agrees  with  these  basic  principles  and  believes  that  its  recommended 
approach  is  consistent  with  the  Secretary's  goals.  In  its  recommendation,  ProPAC  stipulated 
that  the  payment  rates  for  fiscal  year  1990  should  be  set  so  that  combined  Medicare  and 
beneficiary  payments  to  hospitals  would  be  the  same  as  under  current  policy.  The 
Commission  believes  that  its  approach  will  continue  to  maintain  financial  pressure  on 
hospitals  to  reduce  ambulatory  surgery  costs. 

Beyond  the  recommended  technical  modifications,  ProPAC's  approach  calls  for  a 
fundamental  change  in  Medicare  payment  for  hospital  outpatient  surgery  -  an  entirely 
prospective  amount,  including  capital.  We  believe  that  such  a  change  is  essential  for 
achieving  many  of  the  system  goals  that  ProPAC,  the  Secretary,  and  the  Congress  share. 
Fully  prospective  payments  give  hospitals  an  opportunity  to  earn  a  profit  or  risk  a  loss, 
thereby  rewarding  increased  efficiency.  Further,  policy  based  on  prospective  rates  allows 
for  controlling  the  growth  of  payments  through  an  annual  updating  process. 

Final  Action 

No  change. 

ProPAC  Recommendation  17:  Beneficiary  Liability  for  Hospital  Outpatient  Surgery 

The  Secretary  should  modify  the  method  used  to  determine  Part  B  coinsurance  for  certain 
ambulatory  surgery  services  performed  in  hospital  outpatient  departments.  Currently, 
beneficiary  coinsurance  is  based  on  hospital  submitted  charges.  Beneficiary  coinsurance 
should  equal  20  percent  of  the  payment  amount  allowed  by  Medicare.  The  Medicare 
program  should  bear  the  costs  of  this  change. 

Secretary's  Response 

Since  the  Secretary  is  not  adopting  a  PPS  for  OPD  surgery,  this  recommendation  cannot 
be  implemented. 
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ProPAC  Comment 


The  Commission  realizes  that  Medicare  expenditures  could  increase  under  this 
recommendation.  However,  ProPAC  believes  that  the  Medicare  program  should  assume 
responsibility  for  80  percent  of  the  payment  amount.  The  Secretary  could  modify  this 
recommendation  in  a  manner  that  would  better  protect  beneficiaries  while  constraining 
increased  expenditures. 

Final  Action 

No  change. 


PART  II  --  OTHER  DECISIONS  AND  CHANGES  IN  THE  NPRM  AND 
FINAL  RULE 

Secretary's  Proposed  Rule     Recalibration  of  DRG  Weights 
1.  Method 

The  Secretary  proposes  to  continue  to  use  charges  as  the  basis  for  recalibrating  DRG 
relative  weights.  Consistent  with  past  practices,  the  FY  1990  weights  would  be  normalized 
by  an  adjustment  factor  so  that  the  average  GROUPER  7  case  weight  after  recalibration 
is  equal  to  the  average  GROUPER  6  case  weight  prior  to  recalibration. 

ProPAC  Comment 

The  Commission  is  disappointed  that  the  Secretary  did  not  use  estimated  costs  in 
recalibrating  the  DRG  weights  for  fiscal  year  1990.  The  DRG  weights  are  intended  to 
reflect  the  relative  average  costliness  of  different  types  of  cases.  ProPAC  continues  to 
believe  that  weights  based  on  estimated  costs,  which  are  derived  by  adjusting  charge  data 
for  differences  in  hospitals'  pricing  practices,  achieve  this  objective  much  better  than  weights 
based  on  unadjusted  charge  data.  The  resulting  distribution  of  payments  across  DRGs  and 
hospitals  would  more  accurately  reflect  the  costliness  of  different  types  of  cases  and  provide 
incentives  more  consistent  with  the  objectives  of  PPS.  However,  by  utilizing  charges,  the 
current  method  is  subject  to  hospital  manipulation  that  may  only  represent  business  strategy 
and  could  adversely  affect  various  institutions. 

In  addition,  the  Rand  Corporation's  study  of  alternative  methodologies  for  recalibrating 
the  DRG  weights,  referred  to  in  the  proposed  rule,  provides  no  new  evidence  to  counter 
ProPAC's  position.  In  fact,  the  data  presented  in  this  study  only  reinforce  many  of  the 
arguments  presented  in  the  Commission's  March  1988  report. 

The  study  concludes  that  "on  theoretical  grounds  there  is  no  reason  to  favor  one  set  of 
weights  over  the  other,"  and  that  "other  criteria  must  be  used  to  determine  the  desirability 
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of  the  cost-based  and  charge-based  methods,  such  as  timeliness  of  the  data  and 
distributional  implications  across  providers  and  patients." 

As  we  have  stated  before,  the  Commission  believes  that  the  timeliness  issue  is  less  of  a 
problem  than  is  argued  in  the  proposed  rule.  It  is  true  that  charge  data  are  available  for 
discharges  during  fiscal  year  1988,  the  fifth  year  since  PPS  began,  while  the  most  recent 
reasonably  complete  cost  data  file  applies  to  hospitals'  fourth  cost  reporting  period  under 
PPS.  This  fact,  however,  overstates  the  differences  in  the  timeliness  of  the  two  data 
sources. 

Final  Action 

No  change. 


2.  Reduction  in  DRG  Weights 

The  Secretary  proposes  to  reduce  the  average  GROUPER  6  case  weight  by  1.35  percent 
before  recalibrating.  This  proposed  reduction  is  to  adjust  for  increase  in  the  Medicare 
case-mix  index  that  are  asserted  to  be  due  solely  to  changes  in  the  GROUPER  between 
FY  1986  and  FY  1988. 

Several  changes  were  made  in  GROUPER  4  (FY  1987)  and  GROUPER  5  (FY  1988),  that 
may  have  increased  the  potential  for  upcoding.  For  instance,  GROUPER  4  implemented 
a  new  DRG  for  extensive  burns  with  an  operating  room  procedure,  and  GROUPER  5 
implemented  two  new  DRGs  for  tracheostomy  and  mechanical  ventilator  cases,  and 
eliminated  age  over  69  as  a  criterion  for  CC. 

The  Secretary's  analysis  indicates  that  the  case-mix  index  value  for  FY  1988  cases  is  higher 
when  the  same  cases  are  processed  with  GROUPER  5  than  with  GROUPER  3.  The 
Secretary  believes  that  changes  made  to  the  GROUPER  between  fiscal  years  1986  and  1988 
caused  this  increase  in  the  case-mix  index  resulting  in  increased  program  expenditures. 

Therefore,  in  the  Secretary's  judgment,  of  the  total  increase  in  the  case-mix  index  value 
from  FY  1986  to  FY  1988  (6.4  percent),  1.35  percent  is  the  result  of  recalibration  and 
changes  made  to  the  GROUPER  program,  and  should  be  removed  by  renormalizing  the 
relative  weights. 

ProPAC's  Comment 

The  Commission  believes  that  the  proposed  adjustment  of  the  DRG  weights  is 
inappropriate  and  ill-advised,  because: 

o        It  represents  an  administrative  reduction  of  the  overall  level  of  PPS  payments; 

o        It  is  inconsistent  with  prior  methods  that  have  accounted  for  increases  in  case-mix 
index;  and 
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o        It  adjusts  for  an  increases  in  the  case-mix  index  that  may  partly  reflect  changes  for 
which  hospitals  should  legitimately  be  compensated. 

ProPAC  has  long  recognized  and  regularly  asserted  the  importance  of  accounting  for  the 
effects  of  case-mix  index  change  in  updating  the  PPS  payment  rates.  These  effects, 
however,  should  be  considered  explicitly  in  the  determination  of  the  PPS  update,  rather 
than  separately  in  what  amounts  to  an  administrative  reduction  in  the  payment  rates. 

The  difference  in  the  case-mix  index  that  HCFA  has  obtained  by  applying  two  different 
versions  of  the  GROUPER  program  to  the  FY  1988  MedPAR  data  is  clearly  not  associated 
with  a  change  in  resource  requirements  over  time,  since  it  involves  the  same  set  of 
discharges.  This  difference,  however,  comprises  only  part  of  the  total  case-mix  index 
increase  that  has,  since  the  outset,  been  a  factor  in  the  debate  on  the  update  of  the  PPS 
rates.  The  HCFA  analysis  has  isolated  a  specific  component,  but  not  a  new  source,  of  case- 
mix  index  increase. 

Clearly,  not  all  of  the  increase  in  the  case-mix  index  between  successive  versions  of  the 
GROUPER  is  due  to  real  increases  in  patient  resource  requirements.  In  fact,  the  total 
case-mix  index  increase  that  is  attributable  solely  to  coding  changes  has  been  estimated  to 
be  far  in  excess  of  the  proposed  1.35  percent  adjustment.  This  factor  has,  or  should  be, 
considered  in  the  debate  on  the  update  of  the  PPS  rates.  The  Commission  must,  then, 
strongly  object  to  the  proposed  additional  reduction  in  PPS  payments  through  the 
adjustment  of  the  DRG  weights. 

Final  Action 

The  Secretary  modified  the  methodology  used  to  compute  the  adjustment  and  reduced 
DRG  weights  by  1.22  percent  for  the  effects  of  GROUPER  changes. 

Secretary's  Proposed  Rule  -  Changes  to  DRG  Classifications  and  Weighting  Factors 

1.       MDC  4:  Diseases  and  Disorders  of  the  Respiratory  System 

The  Secretary  proposes  to  revise  DRG  475  (respiratory  system  diagnosis  with  ventilator 
support)  by  eliminating  the  requirement  of  coding  the  insertion  of  an  endotracheal  tube. 
This  would  allow  for  cases  to  be  assigned  to  DRG  475  when  a  ventilator  patient  with  a 
principal  diagnosis  in  MDC  4  is  intubated  in  another  setting  and  then  admitted  for  inpatient 
treatment.  The  Secretary  further  revised  rules  to  DRG  475  by  now  allowing  all  transfer 
cases  from  DRG  474  and  475  to  be  assigned  to  DRG  475  at  the  receving  hospital. 

The  Secretary  plans  to  study  the  effect  of  the  Yale  DRG  Refinement  Project  on 
classification  of  such  cases. 


B-16 


ProPAC's  Comment 


The  Commission  agrees  with  the  proposed  change  of  requiring  only  procedure  code  93.92 
and  a  principle  diagnosis  in  MDC  4  for  assignment  to  DRG  475.  This  change  should 
alleviate  the  problem  of  assigning  patients  to  DRG  475  who  have  been  intubated  in  one 
location  and  admitted  to  another  site.  The  Commission  further  agrees  wtih  the 
reclassification  of  DRG  474  and  DRG  475  transfers. 

The  Commission  is  concerned  about  the  costly  tracheostomy  and  mechanical  ventilation 
cases  outside  of  MDC  4,  and  encourages  the  Secretary  to  continue  his  efforts  to  more 
appropriately  classify  these  cases. 

Final  Action 

No  change. 

2.  Cochlear  Implants 

The  Secretary  conducted  an  analysis  using  MedPAR  1986  data  which  showed  that  mean 
standardized  charges  for  cochlear  implant  cases  were  lower  than  mean  standardized  charges 
for  all  other  procedure  in  DRG  49.  This  result  may  be  caused  by  inaccurate  coding  of  such 
cases.  As  a  result,  the  Secretary  encourages  better  coding  of  these  cases  and  will  continue 
to  monitor  the  appropriateness  of  assigning  cochlear  implant  cases  to  DRG  49. 

ProPAC's  Comment 

The  Commission  supports  the  Secretary's  efforts. 
Final  Action 
No  change. 

3.  Refinement  of  Complications  and  Comorbidities  List 

The  Secretary  proposes  to  eliminate  several  minor  cardiac  block  and  dysrhythmia  diagnoses 
from  the  CC  list,  to  revise  the  exclusion  lists  and  add  a  number  of  CCs  to  the  list. 

ProPAC's  Comment 

The  Commission  supports  the  Secretary's  proposal  to  eliminate  a  number  of  minor  cardiac 
block  and  dysrhythmias  from  the  CC  list.  In  addition,  the  Commission  agrees  with  the 
limited  revisions  of  the  CC  exclusion  list  and  his  efforts  to  refine  the  CC  list. 

Final  Action 

The  proposal  with  minor  changes  was  implemented. 
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4.       Acute  Myocardial  Infarction  (AMI) 


The  Secretary  proposed  creation  of  new  fifth  digit  codes  for  AMI  cases. 
ProPAC's  Comment 

The  Commission  supports  the  Secretary's  institution  of  new  fifth  digit  codes  for  cases  of 
myocardial  infarction  (MI).  These  codes  should  identify  non-acute  MI  cases  currently 
assigned  to  DRGs  121  and  122  and  reassign  them  to  a  more  appropriate  DRG  in  terms 
of  both  clinical  characteristics  and  resource  use.  This  action  will  also  result  in  more 
appropriate  payment  weights  for  acute  MI  cases  assigned  to  DRGs  121  and  122  after 
recalibration  takes  effect. 

The  Commission  is  concerned,  however,  about  short-term  payment  inequities  that  would 
persist  in  the  interim  period  for  cases  remaining  in  DRGs  121  and  122.  In  order  to  assure 
appropriate  payments  for  DRGs  121  and  122  for  FY  1990,  the  Commission  recommends 
either  of  the  following  courses  of  action.  The  first  would  be  to  leave  these  cases  in  DRGs 
121  and  122  through  FY90  while  assigning  the  new  codes,  and  reassign  them  as  part  of 
recalibration  for  FY  1991.  The  second  option  is  to  use  an  alternative,  temporary,  FY  1990 
weight  for  these  DRGs,  which  would  be  approximately  1.7349  for  DRG  121  and  1.1823  for 
DRG  122.  These  weights  were  estimated  using  all  cases  with  a  principal  diagnosis  of  AMI, 
and  the  top  33  percent  of  the  most  costly  cases  that  had  AMI  as  a  secondary  diagnosis. 

5.       Other  Proposed  Changes 

The  Secretary  proposes  to  revise  the  surgical  hierarchy  for  MDC  5  (diseases  and  disorders 
of  the  circulatory  system)  and  MDC  8  (diseases  and  disorders  of  the  musculoskeletal  system 
and  connective  tissue).  In  addition,  The  Secretary  proposes  two  DRG  classification  changes 
to  reduce  assignment  of  cases  to  DRG  477  (non-extensive  OR  procedure  unrelated  to 
principal  diagnosis).  The  revisions  involve  procedure  codes  relating  to  other  dilation  and 
curettage  and  aspiration  curettage  following  delivery  or  abortion. 

ProPAC's  Comment 

None 

Final  Action 

These  changes,  with  slight  modifications,  were  implemented. 


Secretary  Proposed  Rule  ~  Changes  to  the  Wage  Index 
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1. 


Update  the  Wage  Index  Data 


The  Secretary  proposes  to  base  the  wage  index  solely  on  1984  wage  data.  The  current 
estimate  indicates  this  change  will  not  significantly  impact  aggregate  prospective  payments. 

ProPAC's  Comment 

None 

Final  Action 

No  change. 

2.       Future  Updates  to  the  Hospital  Wage  Index 

The  Secretary  developed  two  survey  forms  to  collect  data  for  the  FY  1991  update  of  the 
wage  index  as  required  by  OBRA  1987.  However,  before  implementing  this  updated  wage 
index  or  deciding  on  future  data  collection  by  occupational  categories  and  incorporating 
future  wage  survey  forms  into  the  hospital  cost  report,  the  Secretary  is  soliciting  comments 
on  specific  issues. 

ProPAC  Comment 

The  Commission  believes  that  occupational-mix  differences  may  lead  to  a  significant  bias 
in  the  wage  index.  However,  we  are  aware  that  many  hospitals  would  find  it  difficult,  at 
present,  to  provide  accurate  data  by  occupational  category.  Therefore,  the  Commission 
believes  it  is  important  to  determine,  if  possible,  whether  occupational-mix  adjustment 
would  yield  substantial  benefits,  before  imposing  the  burden  of  regular  data  collection  on 
the  industry. 

The  Commission  believes  it  may  be  possible  to  obtain  a  rough  estimate  of  the  impact  of 
occupational-mix  adjustment  using  data  from  the  1980  Census.  Despite  the  data  limitations 
(e.g.,  the  age  of  the  data  and  types  of  respondents),  we  believe  that  these  data  may  provide 
a  useful,  albeit  conservative,  test  of  the  need  for  such  an  adjustment  to  the  wage  index. 
The  Commission  will  continue  to  explore  this  issue  and  share  any  information  with  the 
Secretary  as  it  becomes  available. 

Final  Action 

No  change. 


Secretary's  Proposed  Rule  ~  Burn  Outliers 

The  Secretary  proposes  to  pay  burn  outlier  cases  similar  to  other  DRGs.  Cost  outlier  cases 
would  be  paid  using  90  percent  marginal  cost  factor  (instead  of  75  percent  used  for  other 
cases)  and  day  outliers  would  be  paid  using  a  60  percent  marginal  cost  factor  (like  other 
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cases).  Cases  that  qualify  as  both  day  and  cost  outliers  (dual  outliers)  would  be  paid  using 
the  method  that  provides  the  greatest  payment. 

Commission  Comment 

The  Commission  recommended,  as  an  interim  measure,  that  burn  outlier  cases  be  paid 
under  a  cost-only  outlier  policy.  Our  analysis  indicated  that  this  method  better  reflects 
resource  differences  between  specialized  burn  centers  and  other  PPS  hospitals.  However, 
the  Commission  agrees  that  the  Secretary's  proposal  is  an  improvement  over  current  law. 
Our  analysis  found  that  this  method  reduced  the  losses  associated  with  treating  burn  cases 
at  specialized  centers  more  than  current  law. 

Final  Action 

No  change. 

Secretary's  Proposed  Rule  ~  Payments  to  Sole  Community  Hospitals 

The  Secretary  proposes  to  allow  a  hospital  that  cancels  its  SCH  status  to  requalify  as  a 
SCH  after  one  full  year  passes  since  its  cancellation  was  effective,  provided  they  meet  the 
criteria  for  qualification. 

The  Secretary  proposes  to  extend  indefinitely  the  provision  that  allows  SCHs  to  receive  a 
payment  adjustment  when  it  experiences  a  significant  increase  in  operating  costs  resulting 
from  new  inpatient  services  or  facilities. 

The  Secretary  proposes  to  allow  FIs  to  determine  payment  adjustment  for  SCHs 
experiencing  significant  volume  decreases. 

Further,  the  Secretary  proposes  to  eliminate  the  market  share  test  for  hospitals  located 
more  than  35  miles  from  a  like  hospital. 

The  Secretary  will  assess  whether  modifications  should  be  made  in  the  market  share  test 
for  hospitals  located  between  25  to  35  miles  from  a  like  hospital. 

ProPAC's  Comment 

Over  the  past  several  years,  the  Commission  has  recommended  that  the  Secretary  evaluate 
the  adequacy  of  sole  community  hospital  (SCH)  policies  and  is  pleased  that  the  Secretary 
is  undertaking  such  a  review.  The  Commission  has  been  especially  concerned  with 
protecting  Medicare  beneficiaries'  access  to  care  in  isolated  rural  areas  and  is,  therefore, 
generally  supportive  of  the  Secretary's  efforts  regarding  sole  community  hospitals. 

The  Commission  is  pleased  that  the  Secretary  proposes  to  eliminate  this  requirement  for 
hospitals  located  more  than  35  miles  from  a  like  hospital.  The  Commission  remains 
concerned,  however,  that  the  market  test  requirement  would  be  retained  for  hospitals 


B-20 


located  between  25  and  35  miles  from  a  like  hospital.  Commission  simulations  showed 
that  very  few  hospitals  are  able  to  meet  this  criterion. 

The  Commission  is  also  pleased  that  the  Secretary  proposes  to  simplify  the  determination 
of  the  volume  adjustment  for  SCHs.  However,  ProPAC  believes  that  the  decision  process 
would  be  expedited  if  the  time  period  in  which  the  fiscal  intermediary  must  make  its 
determination  is  explicitly  shortened  by  at  least  one-third  to  90  days  from  the  current  180- 
day  period.  The  Secretary  also  proposes  that  the  intermediaries  use  the  current  criteria  to 
review  applications  for  the  volume  adjustment.  Although  the  Commission  supports  the 
issuance  of  the  criteria  to  intermediaries,  we  believe  that  HCFA  should  establish  a  review 
process  to  ensure  nation-wide  uniformity  in  intermediaries'  determination  of  the  volume 
adjustments. 

Final  Action 

No  change. 


Secretary's  Proposed  Rule  ~  Rural  Referral  Centers 
Updating  of  Criteria 

A  rural  hospital  must  meet  several  criteria  to  qualify  as  a  referral  center.  One  of  the 
criteria  is  that  the  hospital  have  275  or  more  beds  available  for  use.  If  the  hospital  does 
not  meet  the  bed  size  criterion  it  can  qualify  by  meeting  two  mandatory  criteria  (number 
of  discharges  and  case-mix  index)  and  at  least  one  of  three  optional  criteria  (medical  staff, 
source  of  inpatient,  or  volume  of  referrals). 

The  Secretary  proposes  for  cost  reporting  periods  beginning  on  or  after  October  1,  1989, 
to  qualify  as  a  referral  center  a  hospital's  case-mix  index  value  for  FY  1988  would  have  to 
be  at  least  (a)  1.2187  or  (b)  equal  to  the  median  case-mix  value  for  urban  hospitals 
(excluding  those  with  approved  teaching  programs).  In  addition,  the  hospital's  number  of 
discharges  in  FY  1988  must  also  be  at  least  (a)  5,000  or  (b)  equal  to  the  median  number 
of  discharges  for  urban  hospitals  in  the  census  region. 

Retention  of  Referral  Center  Status 

OBRA  1986  provided  that  any  hospital  classified  as  a  referral  center  on  the  date  of 
enactment  of  that  law  would  continue  to  be  so  classified  for  cost  reporting  periods 
beginning  on  or  after  October  1,  1986  and  before  October  1,  1989.  With  the  expiration  of 
this  legislation,  the  Secretary  proposes  to  implement  the  following  retention  policy.  To 
retain  status  as  a  referral  center,  a  hospital  must  meet  the  criteria  for  classification  for  at 
least  2  of  the  3  years  after  it  qualifies  or  must  qualify  on  the  basis  of  the  requirements  for 
the  current  year.  The  Secretary  projects  that  25  percent  of  hospitals  currently  designated 
as  rural  referral  centers  will  not  meet  the  retention  criteria. 
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ProPAC's  Comment 


The  Commission  believes  that  the  Secretary  should  reevaluate  the  thresholds  that  enable 
a  rural  hospital  to  qualify  as  a  rural  referral  center.  Although  the  criteria  that  RRCs  must 
meet  are  statutorily  required,  both  the  number  of  discharges  and  case-mix  index  should  be 
evaluated  for  their  appropriateness  as  referral  thresholds.  Furthermore,  the  Commission 
believes  that  changes  in  PPS  policy  should  be  implemented  in  a  budget  neutral  fashion. 

Final  Action 

No  change. 
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APPENDIX  C 


CHANGE  IN  DRG  RELATIVE  WEIGHTS 
FROM  FISCAL  YEAR  1989  TO  FISCAL  YEAR  1990 


I—  HI  M«-NM>*N-*OI0O»-OMM0Nv»'0inKIKI'00'in(\J00^<0inrM'-'0MOO 

z  13   

Ul  Z  (MO<->-IM>l(>>-»Olfl<-'000-»NOm-»>»ON<-<-(MM-»M»-inO<-inM 

O    at  III!                       I                       III                                       I                       III  * —      I               II               I       I       I  I 

Of  3C  1 

UJ  c_> 


O  t—  OO.OM>JOOU10)»i-i-»00»NO»SO'-«)»Om>JOO'OS«OSOS 

On  m  ssmffl^Or-inin>jir\<>0->Oi/i-jin-J'0'-0>eoo->ON'-(\iintoo>oi'iW<)0> 

>-c3  >omeg^NN<-[OOv»'*m*Nm(>.^>o<Seo«-(>i>orj|0<-F-K<*oo^oin 

u-  — '  in^eo>oin^^K>»f^r^o>oocvj>oov0^inr^>»>oooo>inr-<Of\JinKir^vi-f\j(\iin 

UJ   

3  Kl>»t\irM«-OMOT-^000»-0»-000«-«-00000«-«-00000»-0 


O  1—  po>orof^in^Mc>jt^roc\j>o^cOhnf\icjininro«-in«-eof\i>o<00t>»o>N-roh-iAO 

00=  Noooioco(M')ioin>»ino>co^i'i'-oeoooeooN^(Mr'i»-NSMi'i>o>omos 

>-  ca  M>»<-(Om'*>j'*oo-*tOfvjNMi'imroiAOO>oo>tinKH-in«-0'm>So«jKS 

u-  ~Jr-O'-OlA>J00SWraSO>O'N'0O>0O>'OSl<ir>-0'CM/l0'-00JL/lM>0-JMrvjin 

UJ   •  

3  K>>J-<\Jf\J*-Ot\IO«-*-000«-0«-000«-T-00000«-«-0©000«-0 


o 


41 


(0 

u 

CO 


00 

o 


CO 
4) 


u 


o 

cj  o 


0) 
3 


41 
> 


CO 

"3 

Of 
Of 

o 
c 


4> 

c 


u 

X 

\ 

8. 

O- 

< 


0 

0 

a: 

w> 

u 

CJ 

D- 

0 

z 

CJ 

■v. 

0 

CO 

zc 

3  3 

1— 

0 

CO 

t~ 

>s, 

CJ 

< 

0 

3 

3 

O 

_J 

0 

CJ 

O 

O 

|s- 

Of 

Of 

t— 

0 

O 

O 

O 

z 

Cl 

Cl 

CJ 

CJ 

• 

1— 

0 

1— 

O 

z 

A 

A 

0 

CJ 

1— 

(— 

CL 

^- 

1— 

0 

LU 

u 

CJ 

to 

CO 

UJ 

— 1 

3 

\ 

2E 

LU 

UJ 

LU 

CJ 

>- 

>- 

< 

O 

< 

3 

3 

C3 

C3 

C3 

3: 

CO 

CO 

CO 

X 

Of 

CO 

CO 

— 1 

aS 

aS 

«t 

0 

< 

Of 

X 

LU 

to 

ef 

Of 

CO 

to 

« 

>  > 

LU 

at 

UJ 

UJ 

LU 

Of 

Of 

Of 

Of 

Of 

Cf 

Of 

3 

3 

Of 

Of 

O 

I— 

CO 

Of 

0 

O 

LU 

LU 

CJ 

z 

< 

LU 

LU 

Of 

at 

Of 

LU 

Of 

Of 

O 

O 

> 

O 

CJ 

5E 

SE 

Of 

CO 

Z 

z 

0 

0 

LU 

CJ 

O 

0 

Of 

Of 

CJ 

LU 

LU 

I— 

UJ 

e_> 

<_> 

CO 

Of 

LU 

to 

CO 

0 

O 

t— 

JC 

A 

V 

V 

V 

1— 

»- 

Of 

Of 

Of 

0 

at 

Of 

Of 

CO 

CO 

CL 

(- 

O 

CO 

CO 

ZD 

UJ 

LU 

X 

0 

_J 

0 

Cl 

0 

0 

UJ 

\ 

< 

< 

at 

>- 

>- 

0 

Q 

3: 

3: 

^- 

O 

_l 

CO 

Cs 

0 

CJ 

3 

3 

to 

CO 

u. 

A 

UJ 

1— 

1— 

CO 

\ 

3E 

LU 

oS 

Of 

Of 

X 

>- 

E 

5 

s 

0 

O 

O 

LU 

3 

3 

LU 

ED 

« 

« 

LU 

LU 

LU 

S- 

CJ 

0 

0 

to 

CO 

t- 

UJ 

0 

►— 

LU 

_J 

— 1 

> 

> 

1— 

1 

0 

CJ 

0. 

of 

oa 

oS 

Of 

CO 

CO 

to 

Of 

Of 

CJ 

ZD 

=) 

Of 

Of 

Z 

at 

$ 

A 

A 

O 

0 

3 

3 

UJ 

< 

a. 

zd 

SE 

3E 

>- 

LU 

a£ 

< 

O 

CJ 

LU 

LU 

O 

CL 

O 

at 

< 

< 

< 

z 

> 

> 

0 

LU 

LU 

-5 

CO 

CO 

CO 

CJ 

_J 

1— 

CO 

to 

z 

z 

O 

UJ 

LU 

LU 

5E 

(— 

O 

Of 

Of 

X 

< 

Of 

LU 

> 

> 

z 

< 

«t 

zd 

(— 

< 

h- 

-1  oa 

0 

O 

O 

s 

§ 

E 

O 

LU 

LU 

UJ 

3E 

< 

CO 

Of 

Of 

—1 

—1 

CO 

<=a 

0 

< 

> 

> 

_l 

_J 

CJ 

«s 

< 

«£ 

aS 

CJ 

CJ 

cj 

CJ 

3 

3 

z 

z 

ZD 

_J 

< 

LU 

LU 

CL. 

Cl 

CO 

O 

0 

< 

aS 

LU 

Of 

t 

LU 

Z 

z  oa 

0 

O 

3 

CO 

as 

CJ 

Of 

Of 

Of 

Of 

LL 

0. 

O 

LU 

LU 

UJ 

oa  oa 

o9  o«  s  s 

^ — 

LL 

U. 

GZ 

1 

co 

O 

—J 

LU 

LU 

> 

> 

ea 

m 

LU 

LU 

UJ 

Cl 

Z 

1 

O 

0 

A 

1— 

0 

UJ 

CO 

LU 

_J 

_i 

CO 

z 

Z 

Of 

CO 

0 

UJ 

UJ 

z 

CO 

0 

13  CJ 

CJ 

O 

Of 

Of 

Of 

Of 

A 

A 

0 

of 

< 

or 

< 

«£ 

Of 

UJ 

O 

Of 

LU 

Of 

Of 

Cl 

CL 

z 

t— 

aS 

< 

< 

0 

0 

0 

0 

to 

CO 

UJ 

of 

UJ 

3 

> 

UJ 

3E 

z 

Of 

CD 

UJ 

UJ 

3E 

t— 

LU 

to 

O 

0 

O 

Cl 

CL 

CL 

CL 

LU 

LU 

LU 

Of 

Of 

O 

O 

Q 

_I 

z 

z 

0 

UJ 

LU 

LU 

UJ 

CJ 

0 

CJ 

Of 

Of 

LU 

aS 

< 

aS 

ZD 

ZD 

ZD 

ZD 

O 

O 

O 

LU 

LU 

< 

L(_ 

< 

LU 

_! 

LU 

< 

aS 

Of 

1— 

h- 

LU 

_J 

Of 

CO 

LU 

LU 

1— 

LU 

CJ 

LU 

LU 

LU 

t— 

t— 

t— 

t— 

< 

< 

at 

O 

< 

Z 

Of 

Of 

0 

CO 

CO 

> 

CJ 

LU 

CJ 

CJ 

CL 

CL 

CO 

z 

> 

z 

CO 

to 

CO 

to 

Of 

Of 

>- 

>- 

>- 

O 

z 

<_> 

0 

CO 

3- 

>- 

to 

CJ 

>- 

t— 

Z 

Z 

Z 

O 

0 

of 

co 

CO 

I— 

t— 

u_ 

u_ 

oa 

»a 

CO 

2: 

to 

<  oa 

oa 

oa 

0 

u 

CJ 

CJ 

O 

O 

O 

CO 

to 

g 

§ 

Cl 

at 

1— 

oa  oB 

at 

LU 

CJ 

z 

LU 

z 

3E 

►— 

1— 

1— 

Of 

CO 

CO 

Of 

_l 

LU 

u 

tJ 

— 1 

CO 

5E 

LU 

ZD 

LU 

LU 

LU 

1— 

»— 

f— 

t— 

to 

to 

CO 

0 

0 

0 

O 

0 

_l 

C_) 

_1 

—1 

LU 

Cl 

u- 

LU 

LU 

as 

< 

1— 

«C 

Of 

Of 

Of 

at 

at 

at 

at 

to 

CO 

CO 

UJ 

at 

at 

CL 

CL 

< 

3 

3 

z 

CO 

CL 

Cl 

3 

— ! 

Of 

Of 

ZD 

ZD 

ZD 

21 

E 

SE 

3E 

ZD 

ZD 

ZD 

Of 

Of 

_l 

z 

Z 

z 

Of 

Cl 

> 

> 

LU 

I— 

O 

z 

CO 

CO 

Z 

z 

> 

«E 

LU 

t— 

(SI 

r~s 

M 

ZD 

Z) 

CJ 

CJ 

CJ 

LU 

LU 

►— 

< 

at 

1— 

Of 

ce 

Of 

Of 

Of 

C3 

_i 

LU 

■« 

Z 

z 

< 

< 

Of 

Of 

Cl 

z 

< 

«I 

« 

< 

z 

z 

z 

3: 

Of 

of 

a: 

Cl 

X 

<c 

LU 

LU 

CL 

LU 

LU 

LU 

zz> 

CL 

Of 

O 

0 

Of 

Of 

LU 

>- 

0 

LU 

LU 

LU 

Of 

Of 

Of 

Of 

0 

0 

0 

1— 

t— 

U 

u 

0 

co 

LU 

0 

a. 

Q. 

CO 

z 

z 

2: 

CO 

h- 

z 

z 

0 

CJ 

z 

> 

= 

z 

CO 

to 

CO 

t— 

(— 

1— 

h- 

0 

CJ 

CJ 

O 

O 

UJ 

U 

0 

O 

0 

O 

CL 

a: 

a: 

ot 

Of 

Of 

Of 

£2 

Of 

0 

0 

O 

Q 

0 

0 

0 

0 

0 

0 

0 

0 

O 

0 

Q 

0 

O 

O 

Q 

Q 

0 

0 

0 

O 

O 

>- 

Z0 

ZD 

ZD 

ED 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

1— 

O 

to 

to 

CO 

CO 

CO 

CO 

CO 

se 

as: 

SE 

se 

SE 

SE 

EE 

SE 

5E 

3E 

sz 

3E 

SE 

IE 

SE 

2E 

E 

SE 

5E 

EE 

IE 

SE 

3E 

a: 

3E 

s 

O 
SI 

C3 

CO 

in 

00 

0 

0 

CM 

in  >o 

CO 

O 

0 

rvj 

fl 

^* 

in 

-O 

OD 

O 

O 

m 

of 

r\j 

rg 

rg 

tM 

fM 

(Nl 

CM 

nj 

rsj 

hn 

m 

m 

Z  CD 

LU  Z 

CJ  < 

at  a: 

LU  (_> 

a. 


Ot>00000<\JO>stt>>*00 

«-  «-  ro  •*  o  «- 


<M00K)»-vt(NJf\J00f\J<^f\Js0(NJ'-<Mv0'-fMr0O^l-Kl-0 
CK^«-(\IM<-O(M>-^O<-in^O>-O>-(0<-O00O(M00Si-.- 

III  II  I  I  I         I  I  I  ■  ■  ■  I  T—        I  I  f\J 


O  I— 
O  a: 
>-  o 

u.  — 

LU 

3 


MinOsjNMi/iOinsfinOi<> 


co     in  co  so  >o 

>g  (\i  >6  «-     eg  i : 


"(M>o«-t-coeocoroocoir\Ooco 


.  -O  O  (M  *-  o 
sO  vo  O  eo  ro  eo  CO 
S  in      i/>  (\j  (M  in 


oooooooooooooruooooooooooooo»-»-oooooo 


O  I- 
00  = 

>-  o 

U_  i-, 
LU 

3 


SSO>N>Oin(\IO'>tM(Min<-<-^o&." 
'OM0'*vfM>0lO<0in>0lO>t<0>om 


r-  S  t-  O  O- 


6>NoO'-eO(MOOi-*cO'-ooinasO'*in 
>*T-eg>o<orooo>>o&>oeoeoinro>*coroco 
eoo>o>t>i-t>hOfO(Vjr^to»-o>j->*ot^.ir>in 


ooooooooooooocoooooooooooooo«-«-oo»-ooo 


o 


L. 
(D 
(!) 
>- 


CO 

o 

CO 


LU  LU 
CJ  O 
<  < 


L. 


>-i-  i  (/) 

^    A   O  Z 


o 

o  o 
o 


cs 
< 


to 

LU 
C£ 
3 
Q 
LU 
O 
O 
OS 


o  o 

>-  >- 

t—  i— 

o  o  «- 

LU  LU  A 

Cs  Q 

LU 

O  O  CJ 

z  z  < 

LU  LU 


LU 
CD 
< 


CO 
LU 

at 
3 
Cs 
LU 
CJ 

o 
on 


CJ 

CD 

CD 

h- 

o 

o 

< 

Cs 

Q 

LU 

< 

< 

oS 

>> 

— 1 

o 

< 

«E 

>- 

>- 

N- 

Q£ 

3 

3 

«£ 

at 

_l 

 1 

N- 

5- 

u 

t— 

I— 

h- 

to 

s 

tc 

c; 

z 

z 

at 

O 

o 

to 

Is.  N- 

CO 

N. 

t- 

o 

O 

O 

o 

A 

O 

z 

CJ 

CJ 

■  r— 

> 

CO 

CQ 

at 

1 

■ 

\ 

d 

< 

CJ 

u_ 

Of 

cs; 

A 

A 

o 

I— 

A 

O 

oa 

og 

>- 

>- 

LU 

UJ 

z 

3: 

C — 

o 

O 

Dl 

o 

C3 

I— 

C3 

1— 

o 

i 

LU 

LU 

LU 

LU 

UJ 

LU 

n: 

>- 

>- 

E 

E 

< 

=1 

^. 

1— 

v— 

< 

CD 

C3 

C3 

CJ 

C3 

C3 

i— 

t— 

>- 

o 

_g 

3 

3 

L. 

Q- 

cs. 

z 

< 

< 

< 

to 

X 

< 

«£ 

CJ 

CJ 

z 

z 

at 

< 

H- 

t— 

LU 

LU 

LU 

LU 

s 

1— 

i— 

LU 

LU 

o 

o 

z: 

CJ 

CJ 

>— 

CO 

CO 

LU 

LU 

LU 

at 

CO 

CO 

z: 

CJ 

CJ 

Cs 

Cs 

i— 

(0 

3 

X 

X 

LU 

z 

at 

>- 

>- 

>- 

zy 

CO 

at 

LU 

LU 

LU 

LU 

i— 

i— 

i— 

1 

■U 

UJ 

LU 

at 

o 

LU 

LU 

LU 

LU 

a 

LU 

at 

at 

_J 

_1 

o 

o 

est 

CC  oS 

A 

A 

o 

J= 

i/> 

Q£ 

Q 

LU 

at 

< 

3 

LU 

_l 

_J 

z 

LU 

UJ 

o 

o> 

LU 

O 

to 

to 

to 

I— 

C£ 

LU 

LU 

LU 

CJ 

Z> 

Q 

O 

to 

LU 

LU 

CO 

to 

at 

LU 

LU 

LU 

at 

LU 

LU 

LU 

CJ 

o 

3C 

o 

o 

LU 

LU 

LU 

o 

CO 

to 

Q 

o 

z 

z 

i— 

LC 

(J 

C3 

C3 

<u 

3 

3: 

at 

at 

C£ 

LU 

to 

1— 

\— 

1— 

at 

LU 

o: 

O 

CJ 

z 

z 

z 

<E 

< 

i— 

< 

< 

< 

3 

o 

1— 

3 

3 

li- 

a. 

CJ 

o 

o 

o 

o 

8 

CO 

CO 

LU 

a 

O 

Q 

Z 

Cs 

ll. 

u. 

U- 

O 

LU 

cs: 

at 

t— 

1— 

a: 

C£ 

LU 

LU 

oS 

4) 

LU 

LU 

CJ 

3 

LU 

LU 

LU 

O 

O 

O 

•*t 

at 

t— 

a. 

Ok 

a: 

O 

o 

CO 

CO 

Of 

at 

at 

> 

Q£ 

DC 

o 

CJ 

CJ 

U 

LU 

CJ 

a. 

<=£ 

< 

1— 

1— 

3 

3 

3 

3 

3 

3 

3 

at 

to 

o 

o 

O 

LU 

>- 

CO 

to 

CO 

LU 

— 1 

Q 

Q 

LU 

a. 

Q. 

OS 

I— 

1— 

LU 

1— 

o 

Q 

a. 

LU 

at 

at 

ae 

>- 

LU 

C£ 

at 

o; 

Z 

Cs 

< 

LU 

LU 

to 

oS 

oS 

oS 

(0 

LU 

LU 

cs: 

CS. 

a. 

a. 

LU 

LU 

LU 

LU 

E 

z 

a. 

O 

O 

to 

CJ 

CJ 

>- 

>- 

3 

O 

3 

3 

CJ 

CJ 

to 

3 

_i 

O 

a 

Q 

e<3 

i— 

< 

(— 

1— 

X 

X 

z 

s 

to 

«£ 

< 

< 

o 

o 

Q 

a; 

at 

at 

CC 

< 

o: 

cs: 

o 

_l 

to 

CO 

8 

>- 

LU 

LU 

E 

E 

C£ 

0£ 

at 

oc 

UJ 

< 

< 

o 

CJ 

O 

o 

o 

LU 

C3 

«t 

«E 

LU 

1— 

i— 

>— 

CO 

1— 

Q 

Q. 

a. 

CJ 

 i 

_i 

CO 

to 

to 

< 

Z 

Dl 

a: 

s: 

Z 

to 

CJ 

CJ 

at 

LU 

CO 

LU 

LU 

LU 

C3 

o 

3 

< 

CD 

LU 

LU 

< 

< 

CJ* 

CJ* 

LU 

LU 

t— 

i— 

< 

to 

_l 

1— 

s: 

z: 

z: 

at 

_l 

_j 

>- 

at 

CJ 

CJ 

CJ 

< 

z 

O 

Q 

a 

Q 

3C 

Q 

cc 

_l 

_l 

_! 

o 

o 

_J 

_J 

o 

o 

LU 

o 

X 

1— 

o 

< 

«r 

Cs. 

O 

o 

O 

_J 

_l 

a. 

at 

at 

_J 

_l 

C3 

o 

z 

3 

< 

O 

to 

to 

to 

LU  Z 

I— 

< 

< 

< 

< 

LU 

LU 

o 

at 

at 

ce 

cc 

o 

> 

h- 

CO 

to 

UJ 

o 

a. 

Cs. 

Z 

z 

o: 

O 

1— 

-J 

c 

— 1  — 

£ 

to 

at 

cs: 

a: 

t— 

Cs: 

LU 

LU 

LU 

O 

U_ 

3 

3 

o 

z 

to 

CO 

LU 

LU 

to 

o 

i— 

1— 

1— 

1—  t— 

CO 

z 

t— 

(— 

1- 

Cs. 

X 

3: 

3; 

< 

_1 

LU 

Z 

Z 

to 

< 

«s 

z 

z 

at 

a: 

-C 

o: 

to 

—  LU 

at 

LU 

X 

X 

z 

>- 

CJ 

LU 

t— 

p— 

h- 

< 

< 

_J 

n: 

eS 

o 

o 

>- 

h- 

< 

>- 

Q. 

O- 

i— 

(- 

p— 

(11 

i—  at 

o 

a. 

_J 

LU 

UJ 

3C 

«S 

Z 

o 

O 

O 

to 

00 

CJ 

to 

to 

SE 

at 

1— 

t— 

1— 

(— 

s 

s: 

O 

LU 

Cs 

LU 

LU 

o 

o 

o 

c 


O 
X 


LU 

o 

CD 

CD 

o 

CD 

CD 

CD 

CD 

CD 

CD 

O 

CD 

CD 

CD 

CD 

CD 

CD 

CD 

CD 

CD 

CD 

CD 

Q_ 

C£ 

q; 

QC 

Di 

a: 

at 

at 

Cs 

Q 

Q 

o 

Cs 

Q 

DC 

at 

a: 

o: 

o: 

at 

o: 

ct: 

est 

at 

o: 

cs: 

cs: 

at 

cs: 

o 

Cs 

o 

Cs 

Q 

>- 

3 

3 

3 

3 

3 

3 

3 

LU 

LU 

LU 

LU 

LU 

LU 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

cu 

LU 

LU 

LU 

LU 

LU 

LU 

1— 

to 

to 

to 

to 

to 

to 

CO 

z 

z 

s 

s: 

s; 

to 

to 

to 

to 

to 

to 

to 

CO 

CO 

CO 

CO 

to 

to 

CO 

to 

z: 

E 

Z 

z: 

3E 

3E 

MDC 

(\l 

OJ 

eg 

(M 

r\i 

(M 

rsj 

<M 

OJ 

rsj 

rg 

im  ro 

to 

Kl 

K1 

ro 

ro 

fO 

ro 

ro 

to 

ro 

ro 

ro 

ro 

ro 

ro  ro 

ro 

ro 

ro 

CD 

•O  S-  CO  On  O 

■z — 

<M 

ro 

in 

CO  o 

o 

rvj 

Kl 

>* 

LO 

O 

r~- 

CO 

t> 

o 

eg 

ro 

>* 

in 

N- 

CO 

o 

o 

at 

K> 

fl 

^1- 

>* 

^■ 

-4- 

tn 

LTI 

LTI 

u-i 

LO 

LTV 

ir\ 

LO 

LA 

in 

NO 

5 

NO 

o 

vO 

sO 

IS. 

C-2 


z  o 

LU  Z 

o  < 

cc  ac 

LU  CJ 
CL 


00  LT1  «-  «-  CM  U1 


<MoooN-oo>roooS-i> 


NO.Si-MOM<-»-(OOUMfl»-Slft^>O^MO'JOi-K10K10 
I      I     ■      I     I      I     I     I     I      I     I      I     I     I     I      I     I      I     I      I    st  ^  I  r— 


O  I— 
O  3= 
>-  O 
u.  •— i 
UJ 
3 


Seoin-OMMinoONO.'O^o.KMNKi^OinNOeoin^ONMin'Oi 


Mininnoo(OMinMeoooovti\jint-oSstr-»M 

NinNMC>>flO^00«-ONOlfl«-N^O(MSMMr>-M 


vOOOOOLAO-UlfMCOO 


OOOOC\IC\J«-«- 


o«-«-«-oo«-o 


OOOOOOOOKlN-LCl 


O  ►- 
CO  z 
>-  CD 


K>  u-l  CO  f\l  ro  (M 

00  LTl  S- 


00  o 


Su-imo-ros^sTMS(00i^eoMrosf(\isfS»o>ooo 
00h-Kir0-0O«--0LT>O«-O'OO-J-v0" 

st^MMoro«-c\j<oro«-c\jvOc\j<o«-fo, 

O-JO-JOC0i-NOin'-Kl/M-(\ie0Sl010l0NOSOSlO^inSl/l0> 


GO  CO  o  >0  ^ 


o  o  o  o 


if\J«-«-C\J«-«-«-*-0«-0«-«- 


o         o  ro  -j-  o 
oo«-o«-o«-oooooovtr^LTi 


to 

0) 
Ii- 


o 


o 


to 
>- 


(0 

o 

to 


0) 

> 


"5 


C3 
CC 


o> 
c 

CO 

J= 

CJ 


CJ 
X 


CC 

o 

o 

IS. 

1— 

o 

■ 

Ss 

3: 

A 
LU 

o 

LU 

3 

Is, 

3 

IS. 

N- 

HI 

CAT 

C3 

o 

i 

< 

«Z 

< 

A 

A 

o 

CJ 

CJ 

AC 

ES 

ES 

CJ 

GE 

GE 

GE 

o 

CC 

CC 

CJ 

AC 

o 

to 

CO 

o 

CJ 

< 

< 

< 

CJ 

cc 

o 

o 

CJ 

h- 

o 

a 

< 

z 

z 

3: 

CO 

to 

CO 

>» 

1— 

o 

cc 

o 

CJ 

CD 

t— 

o 

z 

z 

LU 

UJ 

3 

3 

< 

< 

< 

Ss 

o 

O 

o 

CC 

to 

S- 

<_> 

3 

3 

o 

o 

3 

3 

3 

< 

1^  IS. 

CJ 

o 

<_> 

a 

Q 

to 

CO 

AT 

AT 

AT 

_l 

SE 

A 

A 

i 

o 

<_> 

CJ 

CC 

3: 

CJ 

ES 

ES 

3 

3 

i— 

1— 

LU 

LU 

X 

s 

x 

< 

o 

CJ 

3: 

t— 

O 

to 

to 

oS 

oS 

< 

«S 

CC 

CC 

Z 

x 

z 

U- 

o 

LU 

LU 

LU 

CJ 

o 

Ss 

O 

O 

o 

o 

3 

«* 

< 

«£ 

CJ 

u 

ID 

\ 

3 

3 

z 

z 

CL 

CL 

cc 

a: 

O 

a 

_1 

_l 

—1 

>- 

>- 

< 

< 

< 

h- 

o 

3 

3 

CJ 

CJ 

z 

z 

3= 

IE 

LU 

LU 

u- 

Li- 

u_ 

cc 

cc 

CO 

to 

< 

< 

3 

3 

t— 

1— 

CJ 

CJ 

z 

s- 

z 

o 

< 

>- 

>- 

>- 

3 

3 

is. 

0. 

CL 

o 

o 

o 

t— 

z 

to 

CO 

to 

1 

g 

E 

Q 

Q 

eB 

oS 

cc 

cc 

o 

o 

«£ 

o 

LU 

LU 

A 

A 

o 

>— 

3 

3 

>- 

a. 

cl 

o5 

as 

oa 

CJ 

CJ 

CC 

z 

cc 

cc 

CC 

to 

CO 

CL 

CL 

Z 

Z 

l— 

=n 

CJ 

CJ 

_l 

3 

3 

3 

«£ 

< 

LU 

LU 

LU 

z 

z 

LU 

LU 

UJ 

LU 

to 

to 

to 

to 

t- 

o 

CJ 

CL 

3 

LU 

LU 

LU 

LU 

LU 

tn 

C3 

t3 

>- 

>- 

t— 

t— 

cc 

CC 

t— 

1— 

LU 

cc 

cc 

z 

z 

z 

to 

3: 

to 

c 

_l 

_J 

-J 

to 

CO 

< 

< 

< 

CO 

to 

to 

CO 

3 

3 

CC 

3 

s 

CC 

o 

o 

o 

x 

3 

3 

t— 

O 

LU 

CL 

CL 

CL 

O 

>- 

>- 

o 

O 

O 

d 

d 

to 

CC 

UJ 

Q 

Q 

CJ 

CJ 

< 

<  oS  oS 

to 

to 

UJ 

LU 

u_ 

3E 

X 

O 

x 

<r— 

t— 

t~ 

< 

< 

< 

3 

3 

>  oS  oS  o3 

CJ 

z 

Z 

z 

CJ 

CJ 

to 

■UJ, 

UJ 

3C 

X 

CO 

CJ 

CJ 

CJ 

 i 

z 

z 

C3 

C3 

z 

3: 

3: 

3= 

to 

to 

>■ 

>- 

o 

o 

Q 

CJ 

LU 

LU 

LU 

LU 

LU 

CL 

3 

3 

z 

1— 

< 

< 

< 

Z 

!— 

o 

(— 

1— 

t— 

z 

z 

cc 

cc 

i— 

cc 

cc 

1— 

LU 

LU 

o 

o 

< 

< 

O 

O 

< 

CJ 

3 

3 

to 

CO 

CO 

CJ 

C3 

o 

o 

z 

£L 

CL 

aS 

to 

to 

OS 

CO 

to 

o 

Z 

z 

LU 

CC 

CC 

Z 

3 

z 

Z 

-J 

—I 

3 

3 

< 

< 

< 

I— 

h- 

< 

LU 

o 

O 

CL 

>- 

3- 

CO 

Z 

(- 

1— 

to 

to 

LU 

CC 

o 

o 

o 

m 

CO 

< 

< 

_! 

UJ 

LU 

31 

CO 

to 

z 

3 

3 

Q 

(— 

z 

z 

z 

_l 

—1 

X 

X  oS  oS  oS 

cc 

cc 

CL 

> 

> 

o 

z 

1— 

LLI 

>- 

>- 

5- 

>- 

1 — 

1— 

u- 

LL 

LU 

CO 

3 

3 

3 

< 

<. 

< 

«s 

>- 

>- 

to 

_J 

< 

3 

tO 

a. 

CL 

CC 

cc 

cc 

CC 

CO 

to 

U- 

U. 

CO 

UJ 

LU 

LU 

cc 

cc 

to 

to 

to 

cc 

cc 

CL 

CL 

Z 

< 

< 

cc 

at 

cc 

UJ 

CO 

CO 

>- 

o 

o 

o 

o 

LU 

LU 

LU 

LU 

>- 

o 

z 

Z 

Z 

t— 

\~ 

O 

o 

o 

o 

to 

to 

< 

> 

> 

1— 

CC 

< 

□c 

LU 

LU 

CC 

h- 

1— 

1— 

1— 

a: 

3: 

CC 

a. 

CL 

CL 

3: 

t— 

1— 

t— 

1— 

t— 

LU 

LU 

CC 

o 

1— 

UJ 

LU 

o 

CC 

C£ 

< 

«S 

< 

< 

< 

CJ 

tj 

-J 

_J 

< 

CJ 

(— 

t— 

t— 

h- 

< 

■s 

cc 

cc 

h- 

e> 

z 

CC 

cc 

cc 

cc 

< 

<« 

z 

UJ 

LU 

LU 

to 

to 

o 

O 

3: 

3T 

3: 

cc 

£C 

< 

< 

z 

_l 

cc 

Q£ 

cc 

CC 

CC 

o 

cc 

cc 

CC 

CC 

o 

z 

_i 

_l 

_J 

cc 

cc 

z 

CJ 

CJ 

CJ 

£C 

cc 

1— 

5- 

at 

UJ 

LU 

o 

LU 

LU 

Z 

a. 

CL 

CL 

CL 

O 

O 

3 

3 

z 

o 

CL 

CL 

a. 

LU 

LU 

3 

3 

z 

z 

z 

0l 

CL 

UJ 

LU 

CC 

o 

a 

£C 

CO 

z 

X 

-J 

3C 

_J 

to 

to 

to 

to 

LU 

UJ 

_J) 

cc 

Z 

Z 

z 

>— 

t— 

LU 

LU 

O 

o 

o 

w 

to 

< 

cc 

cc 

a£ 

<£ 

1— 

t— 

< 

6 — 

t— 

3 

UJ 

yj 

LU 

UJ 

<* 

< 

_l 

_) 

3 

X 

z 

7Z 

Z 

cc 

cc 

cc 

LU 

LU 

1— 

LU 

_J 

3 

O 

o 

z 

O 

O 

CL 

oc 

cc 

CC 

cc 

x 

Z 

£L 

CL 

CJ 

CO 

M 

5—5 

c 

CL 

ca 

co 

co 

CC 

CC 

O 

O 

X 

CJ 

U 

LU 

CJ 

CJ 

CJ 

CJ 

o 

CJ 

CL 

o 

a 

a 

O 

CC 

cc 

cc 

o 

a 

o 

o  o 

a 

Q 

a 

Q 

Q 

a 

o 

Q 

q  a 

o  a 

Q  O 

O  Q 

o  o 

a 

a 

cc 

cc 

cc 

>- 

LU 

LU 

LU 

UJ 

3 

3 

3 

LU 

LU 

LU 

LU  UJ 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

UJ 

LU  LU 

UJ  UJ 

UJ  UJ 

UJ  UJ 

UJ  UJ 

LU 

LU 

3 

3 

3 

1— 

z 

z 

Z 

z 

to 

CO 

to 

S 

s 

z  z 

Z 

z 

Z 

Z 

z 

z 

z 

Z 

z  z 

z  z 

Z  Z 

z  z 

z  z 

z 

z 

CO 

CO 

to 

o 

IO 

1*1 

K> 

•st 

-* 

^3- 

St 

^1- 

st  st 

st 

st 

st 

st 

sf 

>t  st 

st  st 

>*  st 

st  s* 

st 

st 

LO 

LO 

LA 

CJ 

oc 
a 


rwm>t^NONeoo»or-NM>j-in>oscoo^o>-NMNtin<)Ncac>o«-(\jM>* 
SsKsSNNSlseoeoeoco«coc3eoeoo3<>c>ao>»c>c>»»c^ 


C-3 


< 


o  t^  o  o  o 
«-  o  f\J  o 


c\Jor\j<\j>*'>o«-roo*0>«-«\it>-«-o>eo^fOC\jc>i>oooo><\J>Oir»<0 

c\jr^o«-«\ito«-«-ro«-f\io(\i 


mOOOMKl<»NO<-<-<-(MOO(M 
i  i     ■     ■     l   1A  <M         l     i     i     i  l 


O  I— 
O  = 
>-  C3 


invom^>oinor-r->t(>'0\o>OinNmMSKO>>OcgeofM'-'0(vi>0'-oo[" 
l^fMMNO'M'-'O'-inS 


rjMO0J(\iO'C0C000<-<-0>0'00U1'J-O>O-JMSSM 
O00SO'"IO'->OO'O«0IOC0inNl/MnO'l/l'O00l/>>0 


in  ^  in  M  M  IM 


Ni-MM«-(MOCJ«- 


<-i-0(M»-0 


ooooooooooo 


O  I- 
00  I 

>-  o 

U.  •— i 
LU 

3 


O  o     in  N-  »— 


r~  °0  p  ^  "O 


in  rvi  in 
in  >»  in  to 


c^foinocjro<>vttoininfNjvtro(\iino>fvi>o^eo>t'Or^roineof\JO> 


o>o«-eo>0(Min(M>i-in>i-(\icoeo 


(>  ~i  s  » 
r\i  «-  (M  «-  to  r\i 


in  M  M 
o  o  oo  in 


CO 


S  in 


■O  oo  Mo 


«-0<\J»-«-«-«-OtO»-0»-00000000000 


o 


(0 

a) 


o 


o 


n 

0) 


CD 

o 

CO 


'5 


2 


a: 
o 

CE 


o 
at 
c 

<D 


U 
X 

1 


o 

1— 
a.  os 


3  CO 
tt.  s 


3 

CL 


CO 
111 

at 

3  CL 
O  Z 
LU  3 

o  a. 
o 

ce  o 
a. 

3 

of 

I—  <  CO 


=  < 

I—  CJ 
< 

CJ  CJ 

«t 

CJ 

<  Q 
CE 

Q  < 

a:  cj 
So 

3  3 

CO  CO 

CO  CO 

<  < 

a.  a. 

>-  >- 

CD  CO 

>-  >- 

ce  ce 

<  < 
z  z 
o  o 
ce  ce 
O  O 

CJ  CJ 


Z>  CE 

CJ  3 

CO  O 

<  LU 
>  CJ 

O 

ce  ce 

O  CL 

CJ  CJ 

CJ  CJ 

<  < 
CE  CE 

O  O 


O  O 

O  Q 
CE  CE 
<  < 

CJ  u 


o  —J 

3  CE 


Z  CL. 

o  o. 


CJ  I— 

3  CL 

CE  LU 

I—  CJ 

CO  x 

Z  LU 

o 

CJ  CO 

LU  CE 

CE  LU 

a 

CE  CE 

O  O 

-3  CO 

<  — 


CJ 

o 

CO 

CE 
O 

CO 

CE  » 
LU  LU 
Q  CE 
CE  3 
O  -I 
CO  ■— 
—  < 


o 
o 


LU 
> 


I—  I—  <  < 
O  O  I  I 


a. 

LU 

O  CO 

X  >- 

LU  CO 

CO  CJ 

LU  CE 

CE  — i 

3  CJ 

a 

LU  CE 

CJ  O 

O  Li. 
CE 

CL.  Z 
O 

CE  — • 

<  t- 
-I  < 

3  y- 

CJ  3 

co  a 

<  z 
>  < 


LU  CE 

I—  < 

CO  LU 

>-  3: 

CO 

CJ  — i 

ce  z 

—  < 

CJ 

3 

CE 

O  I- 

u-  Z 
< 

Z  —I 

O  CL 


CJ 

< 
I—  _l 

CE  CL. 
<  LU 
LU  CE 


> 

 I 

< 


CJ 
CO 


CJ 
CO 


< 

C3  — • 
<  Q 

O  X 
LU 
X  -I 
LU  CL 

o° 
o  o 

oa  3 


»  CJ 

z  > 

<  LU 

a 

o 

^  i— 
3  a. 

LU 
I—  o 
Z  X 


CO  • 

LU  CL 

3  5 

O  CJ 
LU 

CJ  • 

o  > 

CE  • 

CL  CJ 


CL 

5 

CJ 

•  o 

>  LU 

•  CE 
CJ  — • 

CL 
O  X 


<  < 

CJ  CJ 

O  Q 

CE  CE 

<  < 
CJ  CJ 

3  3 


£  < 

<  z 

LU 
LU  CJ 
O  «£ 
h-  CL 

< 

CO  ■— 

£  Q 

—  CE 

-I  < 
CJ 

CE 

LU  Z 

CL  CE 

CL  LU 

3  0. 


Cl  z 

£  O 

CO 

CE  — i 

LU  > 

*E  LU 

<  CE 

LU  CE 

CJ  LU 

<  ^ 
CL  < 


CE 
O 


<  < 


cj  — 

—  CL 

>  Cl 

LU  — > 
O  CE 
t— 
CE  CO 
LU 

^  oa 
< 


< 

2- 

LU  3 
t— 

CO  CO 

>-  CE 

CO  LU 

a 

>-  CE 
CE  O 
O  CO 


—  —  CL  CL  I— 

z  z 
<  < 


3  3 

CO  CO 
CE  CE 
LU  LU 

o  o 

CE  CE 
O  O 
CO  CO 


CJ  CJ 
X  X 


CO  CO 
CE  CE 
LU  LU 
O  Q 
CE  CE 

o  o 

CO  CO 


zzz«cooooo 


CJ  LU 

<  CJ 

—  < 

o  cl 

CE 

<  CJ 
CJ  < 

Z  Q 

CE  CE 

LU  < 

CL  CJ 


LU  O 

CJ  — i 

<  (- 
CL  < 

C3 

CJ  — 

<  —I 

a  z 

ce  — 

<  LU 
CJ  > 


3  >- 
CJ  CE 
CE  O 

t— 
CJ  < 

_l 
CE  3 

CJ 

CE 


>-  >- 
CE  CE 
O  O 


>-  >- 
CE  CE 
O  O 


<  <  <  < 


CE 

< 

CJ 

O  iE 
Q  CJ 
Z  O 
LU  Z 

CO 

LU 

t-  o« 
3 

CJ  LU 
<  CE 
CO  3 
3  -I 
CO  — • 
< 

oa  u. 


—  < 


CJ  CJ 
CE  CE 


O  CJ  CJ  CJ 


CJ  CJ  I-  CE 

CE  CE  3  < 

— i  ■—  O  LU 

CJ  CJ  <  I 


CJ 

CJ  CJ 
CJ 

E 

(-  o 
— ■  "v 
3  3 

CO  CO 
CE  CE 
LU  LU 

a  a 

CE  CE 

O  O 

CO  CO  CJ 

—  —  CJ 
O  Q 

CE  CE  t— 

<  <  — 
_i  -J  3 
3  3 

CJ  CJ  CO 
CO  CO  •— 

<  <  CO 

>  >  o 

CE 

— I  -J  LU 

<  <  -I 
CE  CE  CJ 
LU  LU  CO 
=  =  O 
CL  CL  CE 

—  LU 
CE  CE 

LU  LU  I— 
CL  CL  < 


C3 

■c 
co 

CE 
LU 

o 
cm 
O 

co 


CJ 
CJ 

o 


LU  LU 
CD  C3 
<  < 

CO  CO 
CE  CE 
LU  LU 

a  o 

CE  CE 

o  o 

CO  CO 


CJ 

CJ  CJ 
CJ 

o 

— • 

3  3 

CO  CO 
CE  CE 
LU  LU 

ci  a 

CE  CE 

o  o 

CO  CO 


Q  Q  Q  Z  Z 


CE 


CE  CE 
<  < 


555 


o 
o 

o 

3 

CO 
CO 

o 

CE 


<  < 
>  > 


oa  oa  oa 

 i  i  i 

<  <  < 


o  o 
t—  I— 

CJ  CJ 
3  3 

o  a 
z  z 
o  o 

CJ  CJ 

oa  oa 
<  < 


<  3: 


LU 
Z  C3 
O  Z 

o 

CO  CJ 

z 

LU  CJ 

I-  < 

CE  — • 
LU  Q 
CL  CE 
>-  < 
CJ 


LU  LU 
C3  O 

z  z 

o  o 

CJ  CJ 
CJ  CJ 

<  < 

Q  Q 

CE  CE 

<  < 
CJ  CJ 


x  X  (/) 
>-  >-  CE 

=  =  o 

CE  CE  I— 
CE  CE  CJ 

<  <  LU 

Cl 

CJ  CJ 

<  <  < 
_,  «  z 

Q  Q 

CE  CE  C3 

<  <  Z 
CJ  CJ  < 


LU 

C3 

ej 

C3 

C3 

C3 

iS 

C3 

C3 

o 

C3 

(9 

C3 

C3 

o 

C3 

CL 

CE 

oc 

CE 

CE 

CE 

CE 

CE 

CE 

CE 

CE 

CE 

CE 

CE 

CE 

CE 

a 

Q 

o 

o 

Q 

o 

Q 

O 

o 

a 

Q 

o 

a 

Q 

a 

Q 

Q  O 

Q 

>- 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

UJ 

LU 

LU 

LU 

LU 

LU 

LU  LU 

LU 

1— 

CO 

CO 

CO 

CO 

CO 

CO 

to 

CO 

m 

CO 

to 

CO 

CO 

CO 

CO 

s: 

Z 

z 

z 

z 

Z 

Z 

s 

Z 

z 

z 

z 

z  z 

z 

MDC 

in 

in 

in 

in 

m 

m 

in 

in 

LO 

in 

m 

in 

in 

in 

in 

in 

in 

in 

in 

in 

in 

m 

in 

in 

m 

in 

in 

in 

in 

LO 

m 

in 

in  m 

in 

C9 

vO 

so 

o 

o 

r  j 

>* 

in 

vO  S-  eo 

o  o 

(o 

in 

<0  N-  CO  O 

o 

to 

-<r  in 

co  O  o 

CE 

o 

o 

o 

o 

(M  rvi 

(M 

CJ 

(M 

(NJ 

to  to 

to 

to 

to 

to 

to  to 

■* 

C-4 


t-  LU  ^0(\J»«-^0«-K)ONO>0<-M\l^^>tt-r-0>N^OO.<-LnKLfl»'OOON 


in  z  o»-Mmi'i<-So-orysosio^O'-(NJtMO-jo^S<-<iKi<-nro<-eO'-i/\M^o 

CJ  <i  iiiiii     iiiiii  i     i     ■     i     ■     i  ■    ^—    >     ■     i     a  l  lit 

CC  X  I 

LU  O 
CL 


O  I—  OO.'0in'0'0(Mn>0N00t0ONOr-t-\0NNtKin»SS'-NOI')«-rO>0NOM 

>-  o  >«-NO(\imMt^>ONO>*>o«-'-ONtnr-omm-tN^ioi>i>o^OLrirJ4>oo> 

LL  — •  >0LOin>->0SkN'0-0M^OC0'000(>'inr-<)>v<jKl0MI0NOlfl00l\IN-0C>LO 

LU   ■  ■  

3  000«-OCJ»-K>«-»M«-«-»-Ki«-000»-OOOOfNJ«-»-0«-0(M«-«-000 


oo  2:  ogo<>eOMS>i^iftN(\ioi'ii\ioo!)S.cooeoiO'-M'Oioinoi-rgKo.(>jo<-S 

>-o  eflNM>j>*S-gNS»-into>0'-cjMNt\i»-in[oSMorginoSM>OSooeoio 

LU   ■  ■  ■ 

3  ooo«-of\i«-ro«— <\j«—     «—  ro«—ooo«-ooooc\i«-«-ooof\j«-«-ooo 


(0 


>- 

cc 

O 

0 

O 

as 

CJ 

O 

SC 

O 

(— 

O 

•  r— 

1— 

O 

3 

3 

U_ 

3 

3 

N- 

N. 

CC 

CJ 

CJ 

O 

0 

CJ 

O 

h-  «- 

A 

A 

HI 

0 

CC 

CJ 

X 

CJ 

A 

A  O 

LU 

LU 

\ 

0 

1— 

O 

00 

CD 

CD 

3 

3 

-v. 

CJ 

0 

LU 

LU  LU 

< 

< 

t— 

0 

3 

3 

CJ 

CJ 

cc 

0 

CC 

CJ 

AG 

CD  CD 
<  < 

—J 

N- 

3 

\ 
3 

0 

_J 

CJ 

L. 

t_) 

CJ 

0 

< 

< 

A 

A 

< 

< 

1— 

0 

(0 

O 

CJ 

OO 

CO  CO 

CC 

cc 

CD 

CD 

^ 

CJ 

►— 

0 

>— 

0 

LU 

LU  LU 

0 

0 

LU 

LU 

< 

0 

O 

3 

3 

>- 

HI 

0 

3 

3 

3 

">s 
3 

UR 

CC  CC 
3  3 

EM 

EM 

AG 

AG 

Q 

O 

CO 

CO 

0 

O  O 

LL 

LL 

«t 

< 

LU 

LU 

a 

3 

3 

00 

CO 

00 

00 

LU 

LU  LU 

CO 

CO 

_! 

Cl 

CL 

CC 

CC 

0 

LU 

LU 

LU 

LU 

O 

O  O 

OS 

aS 

LU 

LU 

< 

< 

3 

3 

(A 

GO 

00 

cc 

CC 

cc 

at 

O 

O  O 

CC 

CC 

Cl 

CL 

U 

CJ 

O 

O 

LU 

LU 

3 

3 

3 

CC 

cc  cc 

_l 

—1 

=3 

z 

z 

LU 

LU 

u. 

SO 

OS 

ED 

ED 

0 

ED 

ED 

CL 

CL  Cl 

CC 

O 

z 

NA 

ED 

ED 

CJ 
z 

CJ 

z 

a: 

as 

OC 

OC 

§ 

z 

z 

0 

CJ 

O 

CJ 

0 

_l 

_ 1  _ 1 

CJ 

CJ 

CJ 

CL 

Cl 

DC 

OC 

0 

0 

0 

0 

O 

0 

0 

< 

«t  < 

0 

0 

CL 

Cl 

c 

■St 

<s. 

CC 

CC 

x 

CC 

CC 

z 

z  z 

1— 

O 

CD 

0 

cc 

cc 

CL 

CL 

0 

O 

CJ 

*4— 

a. 

0. 

1— 

O 

CL 

CL 

LU 

LU  LU 

\ 

Z 

z 

Cl 

Cl 

LU 

LU 

CJ 

CJ 

O 

CD 

0 

8 

88 

3 

3 

O 

O 

I— 

(— 

OC 

CJ 

CO 

U 

0 

—s 

 1 

3 

3 

_J 

—I 

< 

< 

LU 

LU 

< 

< 

ac 

4-> 

0 

s: 

5E 

CJ 

LU 

LU 

LU 

LU 

3 

3  3 

CO 

CO 

!— 

t— 

1 

r- 

t- 

CJ 

CJ 

CJ 

d 

d 

h- 

O 

-C 

X 

LU 

LU 

O 

CJ 

00 

00 

O  O 

LU 

LU 

CL 

CL 

z 

z 

0 

< 

«s 

CJ 

CJ 

>s 

CJ 

O) 

t— 

0 

1— 

1— 

CJ 

§ 

0 

CJ 

3 

CC 

CC 

LU 

LU 

cc 

cc 

CJ 

CJ 

—1 

_l 

CJ 

z 

3 

3 

CJ 

O 

"<s 

00 

00 

m 

(/J 

00 

m 

CO 

oS 

oa  oa 

=> 

CJ 

CJ 

LU 

LU 

LU 

Cl 

Cl 

3: 

LU 

LU 

CJ 

'5 

3 

3 

5- 

5- 

1— 

0 

>- 

>- 

0 

O 

X 

X 

31 

31 

O 

_l 

_J 

1— 

0 

t— 

I— 

>- 

>- 

X 

3 

00 

00 

LU 

LU 

 1 

_1 

LU 

LU 

_i  _> 

LU 

LU 

LU 

LU 

■CC 

Cl 

Cl 

E 

CO 

00 

0 

O 

h- 

0 

LU 

LU 

3 

O 

0 

0 

CD 

CD 

< 

<  < 

CJ 

O 

_J 

_l 

CJ 

CJ 

3 

3 

>- 

>- 

z 

z 

V. 

0) 

00 

00 

>- 

5- 

Q£ 

cc 

CC 

cc 

LU 

LU  LU 

O 

O 

CO 

CO 

«c 

< 

CO 

E 

E 

CO 

CO 

< 

< 

3 

3 

> 

a. 

CL 

CC 

a: 

z 

z 

«£ 

< 

00 

00 

< 

< 

CD 

CD  O 

CC 

CC 

LU 

LU 

cs: 

CC 

LU 

CJ 

0 

0 

CO 

CO 

z 

z 

< 

< 

O 

O 

0 

0 

_l 

_i 

LU 

LU 

_l 

—1 

<L 

<  < 

CL 

CL 

CC 

CC 

O 

0 

CC 

"s. 

^ 

LU 

LU 

LU 

LU 

CD 

CD 

LU 

UJ 

*-> 

1— 

t— 

3: 

3= 

3:  3: 

■=> 

£ 

2: 

ZD 

3 

3 

3 

3 

CC 

CC 

> 

> 

CD 

CD 

CO 

8 

«t 

< 

r— 

1-  °a 

oS 

0 

<>a 

Cl 

Cl  Cl 

—1 

—5 

0 

O 

LU 

LU 

Q 

3 

—1 

— S 

<€ 

< 

0 

_! 

—1 

CJ 

0 

«s 

« 

O 

O  O 

«* 

LU 

LU 

LL 

LL 

LU 

>- 

>- 

>- 

>- 

O 

Q 

E — 

t— 

< 

< 

3: 

X 

"5 

u 

3 

3 

LU 

LU 

_J 

_l 

_l 

_i 

CO 

00  CO 

CJ 

CJ 

CJ 

LU 

LU 

CO 

CO 

S 

OC 

ce: 

Of 

z 

O 

0 

00 

00 

_l 

_l 

_i 

LU 

LU  LU 

E 

5 

0 

O 

oS 

oS 

O 

§ 

O 

CJ 

CJ 

LU 

LU 

cc 

OS 

ce  oa 

0£ 

CC 

LU 

LU 

< 

< 

< 

< 

< 

»— 

1— 

cc 

CC 

cc 

t— 

1— 

1— 

1— 

0 

O 

CD 

CD 

LU 

LU 

0 

O 

(9 

«t 

DC 

CC 

LU 

LU 

CO 

CO 

CL 

Cl 

_J 

_J 

Cl 

CJ 

O 

CJ 

0£ 

C£ 

> 

> 

s 

OC 

LU 

LU 

a. 

O 

00 

00 

z 

Z 

CO 

CO 

ZC 

3:  a: 

< 

< 

LU 

LU 

LU 

LU 

Cl 

CL 

LU 

LU 

O 

0. 

CL 

_l 

_l 

0 

O 

CJ 

0  0 

oa  oa 

< 

< 

z 

Z 

< 

O 

O 

O 

I— 

1— 

LU  O 

O 

t— 

cc 

CC 

< 

< 

cc 

Of 

(— 

t— 

CC 

cc 

< 

<  < 

z 

Z 

Z 

z 

3: 

31 

CC 

0£ 

CO 

CO 

c 

— 1  O 

C_> 

00 

LU 

LU 

1— 

c — 

O 

0 

O 

O 

— D 

—1 

z 

z 

3 

3 

Z 

LU 

LU 

LU 

LU 

h- 

r— 

LU 

LU 

LU 

LU 

1—  Z 

Z 

LU 

31 

3E 

O 

CJ 

Q£ 

oc: 

z 

z 

EE 

a£ 

«t 

Q£ 

or 

CD 

OC 

Ql 

Cl 

Cl 

Cl 

3: 

3= 

CD 

O 

rn 

— ■  >- 

>- 

3= 

1— 

1— 

LU 

LU 

< 

< 

LU 

LU 

r— 

t—  1 — 

Z 

z 

LU 

LU 

z 

z 

LU 

Cl 

Cl 

Cl 

Cl 

O 

3 

r— 

1— 

1—  00 

00 

CJ 

O 

O 

CC 

CC 

3E 

CL 

Cl 

CO 

CO  00 

«£ 

< 

2: 

3= 

< 

<S. 

«S 

■st 

O 

O 

Q 

O 

(3 

CD 

c 


LU 

CD 

CD  CD 

CD 

CD 

CD 

CD 

CD 

CD 

CD  CD 

CD  CD  CD 

CD 

CD 

CD 

CD 

CD 

C3 

CD 

CD 

CD 

CD  CD 

0 

CJ 

Cl 

0 

0 

0 

O 

O  CC 

oc  ce 

CC 

CC 

CC 

CC 

cc 

CC 

cc  cc 

OC  OC  cc 

CC 

CC 

CC 

CC 

CC 

CC 

CC 

CC 

CC 

CC  CC 

cc 

a 

Q 

Cs 

O 

>- 

LU 

LU 

LU 

UJ 

LU  3 

3  3 

3 

3 

3 

3 

3 

3 

3  3 

3  3  3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3  3 

3 

LU 

LU 

UJ 

LU 

3Z 

3Z 

SE 

ate  00 

CO  CO 

CO 

CO 

GO 

CO 

CO 

00 

10  CO 

CO  CO  CO 

CO 

00 

CO 

CO 

CO 

CO 

CO 

CO 

00 

CO  CO 

CO 

s: 

SE 

3E 

d 

O 
O 

in 

m 

LD 

in 

in  >£> 

vO  -O 

«o 

0 

-O  O 

«o 

0  0 

\0  *o  0 

0 

sQ 

vO 

vO 

-0  -a 

<o 

vO 

ndi; 

z 

CD 

c\j 

m  -o 

1^  CO 

O  O 

CM 

rn 

in  -0 

stoo 

0 

(M 

K) 

m 

0  0 

<\j 

R 

in 

1 

DR 

-J- 

-J-  -J- 

-i- 

LO 

m 

in 

LA 

in 

in  in 

in  in  in 

-0 

5 

•O 

5 

vO 

5 

NO 

2 

<o  N- 

C-5 


H-oj  ow>o>Oio<-^M«-o.(MO'OMM>ooeo>»>tm'-NMN>->Oinrg^^'-^'Oio 

z  id   •  

ui  z  ^«-orvjorjo^<o^«->o^cjto^rj^inrJro(\jiri»-»-Mro<\j«-t\j>»-o(\i«-M 

O  <C  I     I     I     I     ■     I           I    ".—         I                I     i     i    ^-    i     i     I     ■     i     i     I          it                I     I     I     I     I  I 

o;  i  i  i 

LU  O 

a. 


01—  >-Soeo^9'v}ineoM\j'Oos<-^<i>0(MO-0(OiflinonKi^scQ-j'Ooos>o 

O  z  Mioin^M(\iJ-<-o(M^innosS'-Poo<-oS'Oeo>o»inNeo3N'OiAr'iM 

>-  tD  C0'O^>0«-(M^(MNj'0Oe0KS'O>0e0O00(0r-MC0m«-OO.<-KIO<-Ul>0^in 

LU  ■  

3  000«-OOOOOOOOOOOin(MM«-<\J«-«-OCM<MCM«-«-«-«-OOOfVlf\J 


01—  Sm>»c>>inO'0^<oeo(\iO'in(\iMini-vOOMCON'0>*<*inov»<Ovfl0^ooos 

>-o  »k>o^^Mfii\i^>t<-iflineoa'-«)inooio-os-ja3oooo^O'(\iio>tinS«)cj 

u.  —  frSmoO'inS.in'OS^vtO>>jSci>jo«MinSO(M'0>t(MOON'0(MnMr- 

LU  

3  ooo*-oooooooooooLnoJro^rvir-«-«-{\jc\jf\j«-«-»-<r-ooof\jf\j 


o  . 

&  .  "J 

«-  LU  O 


(0  O  CJ  l»- 

a>  o         «-  o  o 


Z  «-  i 

i-  o      a  o  O  3 


O 

a 

3 

3 

UJ 

LU 

3 

oc 

CJ 

u 

CD 

cd 

o 

CJ 

CO 

h- 

N- 

«s 

< 

CK 

CJ 

o 

z 

i 

O 

3 

>- 

CJ 

i— 

LL. 

A 

A 

o 

CO 

to 

3 

t— 

NC 

HI 

o 

3 

O 

UJ 

UJ 

LU 

z 

z 

CO 

< 

AG 

AG 

AG 

O 

O 

O 

ST 

CY 

CY 

z 

CD 

3 

3 

o 

i— 

1— 

CJ 

CJ 

s- 

LU 

z 

to 

< 

< 

A 

00 

CO 

CO 

CO 

< 

CJ 

«s 

_l 

LU 

CO 

CL 

o 

cc 

oc 

CC 

LU 

o 

z 

< 

OC 

< 

LU 

LU 

LU 

DE 

DE 

DE 

TO 

TO 

1— 

o 

OL 

CH 

CD 

i 

DU 

RE 

z 

AG 

[_ 

OC 

OC 

cc 

CO 

CO 

3 

3 

z 

_l 

z 

LU 

CJ 

u 

CJ 

CO 

CO 

O 

O 

o 

UJ 

LU 

CJ 

CJ 

i— 

O 

CJ 

_l 

—I 

LU 

i— 

V 

CO 

CO 

CO 

OC 

OC 

CJ 

o 

CJ 

s: 

z 

o 

=c 

< 

< 

0£ 

z 

>- 

^ — 

• 

CJ 

1— 

i— 

o 

CJ 

oc 

Cl. 

>- 

3 

Q 

& 

Q 

oS 

OS 

A 

A 

o 

CJ 

O 

o 

CJ 

CJ 

oc 

CL. 

CJ 

CJ 

Q 

o 

•v 

1— 

>- 

CJ 

CJ 

z 

O 

o 

oc 

z 

oc 

CJ 

CJ 

LU 

(0 

t— 

1— 

1— 

to 

to 

LU 

LU 

LU 

3 

3 

_! 

CJ 

i— 

o 

LL. 

LL- 

O 

< 

oc 

OC 

CJ 

CJ 

u 

CO 

CO 

to 

z 

z 

<J 

tD 

CD 

>- 

Z 

z 

\ 

oc 

z 

z 

O 

o; 

CO 

CJ 

UJ 

LU 

LU 

o 

o 

«E 

<S 

•s 

CO 

to 

—1 

o 

1— 

o 

3 

3 

LU 

LU 

£ 

CD 

CJ 

CJ 

1— 

O 

OC 

O 

cj 

CJ 

o 

CD 

CD 

CO 

LU 

LU 

z 

"■^ 

OC 

q: 

d 

LU 

^ 

Cl. 

LU 

CJ 

1— 

(— 

z 

CO 

CO 

CO 

OC 

OC 

o 

1— 

3 

3 

3 

1— 

3 

3 

< 

a 

o 

CJ 

CJ 

o 

LU 

LU 

LU 

CL. 

LU 

LU 

CO 

CO 

to 

< 

CD* 

CD* 

1— 

s: 

E 

1— 

o 

< 

<fi 

to 

CO 

to 

Q 

o 

1— 

LU 

LU 

LU 

<* 

>- 

s: 

1— 

1— 

z 

O 

*»« 

CJ 

CJ 

CJ 

OC 

or 

1— 

O 

O 

O 

LU 

LU 

Q. 

CJ 

LU 

LU 

o 

o 

O 

CJ 

LU 

1— 

CO 

_J 

—1 

CJ 

CJ 

LU 

i— 

L_ 

3 

3 

CO 

CO 

CO 

1— 

i— 

< 

z 

z 

z 

CJ 

CJ 

LU 

X 

o 

o 

C£ 

i— 

< 

< 

< 

SI 

Cl. 

H- 

X 

X 

o 

o 

CD 

o 

o 

CJ 

LU 

Q 

CJ 

CJ 

oc 

oc 

CJ 

1— 

>- 

o_ 

s: 

z 

LU 

OC 

at 

UJ 

s 

LU 

LU 

o 

< 

< 

< 

oc 

oc 

X 

Cl. 

CL 

Z 

«£ 

oc 

LU 

t— 

1— 

CJ 

CJ 

CO 

UJ 

UJ 

CO 

1— 

Q. 

a. 

LU 

CJ 

CJ 

CJ 

o 

o 

< 

Cl. 

< 

CJ 

i— 

1— 

< 

X 

+■> 

or 

<_) 

o 

«s 

CJ 

OS 

OS 

oS 

1— 

t— 

CO 

Q 

Q 

a 

CJ 

o 

CJ 

Q. 

LU 

X 

Cl 

CL 

>- 

>- 

1— 

LU 

JZ 

LU 

_J 

_i 

UJ 

CJ 

CJ 

0. 

a. 

LU 

t— 

t— 

CJ 

3 

3 

3 

3 

Z 

—1 

LU 

LU 

LU 

OS 

1— 

o> 

CJ 

3 

3 

CO 

CJ 

1— 

1— 

1— 

UJ 

LU 

at 

s: 

s: 

z 

z 

CJ 

o 

t— 

1— 

Si 

CJ 

o 

< 

«£ 

< 

CO 

-J 

z 

z 

z 

z 

CJ 

CJ 

LU 

LU 

UJ 

r< 

>- 

5- 

>■ 

>- 

CO 

to 

O 

CJ 

ca 

CO 

X 

X 

LU 

LU 

cu 

3 

(J 

CJ 

Q 

i— 

o 

UJ 

LU 

LU 

X 

X  oS 

►— 

i— 

1— 

z 

z 

3 

3 

o 

o 

O 

< 

LU 

LU 

_l 

_l 

OC 

oc 

3 

\  o 

o 

o 

UJ 

LU 

CO 

to 

CO 

CO 

to 

g 

E 

E 

§ 

z 

z 

>- 

— 1 

i— 

LU 

3 

CD 

u 

(— 

i— 

_! 

13 

3 

OC 

oc 

CO 

>• 

s- 

>- 

CJ 

CJ 

I— 

>— 

i— 

t— 

CD 

CD 

OC 

o 

< 

CC 

OC 

CC 

£2 

CD 

CO 

o 

Q- 

a. 

LU 

1— 

t- 

1— 

to 

to 

z 

CO 

co 

CO  OS  OS 

o 

O 

CJ 

CJ 

CJ 

CJ 

< 

< 

< 

z 

a. 

CJ 

LU 

LU 

s: 

UJ 

> 

1— 

LU 

UJ 

g 

z 

z 

CO 

co 

to 

O 

oc 

oc 

LU 

LU 

LU 

LU 

O 

LU 

z 

> 

> 

LU 

LU 

CJ 

a. 

a. 

Q- 

o 

O 

< 

< 

"4 

o 

LU 

LU 

LU 

a; 

CL. 

CL. 

I— 

1— 

1— 

1— 

_1 

CJ 

z 

< 

— i 

o 

LU 

as 

cd 

cd 

cd 

i— 

> 

> 

> 

LU 

LU 

to 

CO 

CO 

CO 

— i 

CL 

1— 

1— 

oc 

CD 

a. 

Q 

t— 

I— 

_l 

_i 

o 

> 

> 

1— 

1— 

>- 

>- 

>- 

J- 

>- 

>- 

aa 

< 

LL. 

oS 

Cl 

UJ 

UJ 

5- 

u 

cj 

< 

< 

< 

1— 

1- 

1— 

CJ 

CJ 

CJ 

o 

CJ 

CJ 

OC 

cc: 

o 

o 

LL. 

LL. 

LL. 

LL. 

LL. 

CU 

o 

i— 

1— 

CC 

3 

3 

CO 

G'J 

to 

oc 

OC 

oc 

to 

co 

to 

_! 

_l 

< 

< 

LU 

LU 

LU 

LU 

< 

< 

1— 

OS 

o 

o 

o 

o 

o 

1— 

oc 

oc 

LU 

< 

< 

O 

OC 

Q£ 

O 

O 

i— 

LU 

LU 

LU 

cc 

oc 

-J 

—1 

_l 

_l 

>- 

z 

3 

1— 

CJ 

O 

1— 

1— 

1— 

1— 

1— 

1— 

X 

O 

O 

CD 

i— 

1— 

o 

O 

o 

O 

_J 

Dv 

CO 

CJ 

CO 

to 

to 

to 

to 

5£ 

CD 

< 

< 

CO 

CO 

oS 

oS 

LU 

to 

CO 

z 

z 

z 

z 

UJ 

z 

cc 

OC 

ce: 

oc 

ce: 

O 

LU 

D£ 

CJ 

— t 

_l 

s 

03 

CD 

o 

cd 

cd 

o 

Q 

Q 

«s 

< 

>- 

>- 

CJ 

CJ 

CJ 

CJ 

ca 

CO 

z 

to 

«s 

LU 

LU 

LU 

LU 

LU 

-5 

LL. 

O 

a. 

CL 

s 

o 

o 

< 

<L 

_i 

_1 

_J 

UJ 

LU 

cc 

cc 

o 

o 

o 

z 

o 

O 

a 

Q 

Q 

LU  — 1 

«s 

z 

< 

< 

o; 

o; 

OC 

a: 

OC 

< 

«s 

_l 

_J 

— 1 

_l 

1— 

1— 

oc 

z 

CD 

q; 

C£ 

Qi 

C£ 

OC 

c« 

C 

—i  a. 

§ 

o 

—i 

Q. 

Q- 

Q- 

i— 

1— 

1— 

UJ 

LU 

UJ 

CJ 

o 

< 

«£ 

< 

< 

«s 

< 

LU 

oc 

O 

O 

o 

O 

O 

o 

CJ 

CJ 

LL. 

O 

o 

O 

z 

Z 

z 

z 

z 

z 

z 

z 

_l 

1— 

1— 

>— 

1— 

D. 

a. 

cc 

— t 

to 

to 

to 

to 

to 

Cl. 

CU 

Z  o 

z 

Z 

CO 

CO 

to 

LU 

LU 

LU 

(— 

1— 

I— 

< 

< 

o 

O 

o 

o 

LU 

LU 

t— 

< 

< 

1—  o 

3 

3 

o 

o 

LU 

LU 

LU 

a 

Q 

O 

O 

O 

Q. 

a. 

m 

m 

1— 

1— 

1— 

1— 

Z 

Z 

O 

CJ 

o 

Q 

Q 

Q 

3S 

Z 

LU 

CD 

CD 

CD 

CD  CD 

CD  CD  CD  CD  CD 

CD 

CD 

CJ 

CL 

a 

o 

o  a 

a  Q 

Ct 

o 

Q 

Q 

a  o  a  oc 

£K 

CC 

OC  CC 

0£  DC   OC  OC  OC 

cc: 

a  o 

a  a 

Q 

a  oc 

>- 

LU 

LU 

LU  LU 

LU  LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU  LU   LU  3 

3 

3 

3  3 

3  3  3  3  3 

3 

LU  LU 

LU  LU 

LU 

LU 

LU  3 

1— 

z: 

s 

z:  z: 

z:  z: 

.s: 

:£ 

S 

to 

CO 

CO  CO 

CO  CO  CO  CO  CO 

to 

z  z: 

z:  z: 

z:  to 

CJ 
X 

DC 

•o 

vO 

>o  >o  <o 

■£> 

-o  o  o 

O  O  >0  N 

1^ 

r>—  r—  r—  i^- 

t^- 

N-  S. 

S-  CO 

ndi 

z: 

CU 

CD 

CO  O 

O  t— 

(M 

Ki 

LO 

t-~ 

coooi- 

fM 

in 

-osco»o 

ro  to 

in 

CO  o 

ot 

s. 

CO  CO 

CO 

eo 

00 

CO 

CO 

CO  CO  O  O 

O 

O 

O  O 

O  O  O  O  O 

o 

o  o 

o  o 

o 

O 

o  o 

a 

CM  CM 

CM  CM 

OJ 

CM  CNJ 

C-6 


I —  LU  >00(MO(MOrjOO^N>OIMOOI'lCOiOlOS'-eO'-N>tN^»-^>ON'-'-^NO 

Z  C3   •  

Ul  Z  >*>l-OM'0(MM<-Ntt-^NOI\J<-l\|OrvlOI'IKlNM»-MM»-<tOMIMOOON 

_    :*  ii          ii              iii             CM   i              lit  f —        i     i     i     ■     i          i     i     i  ill 

DC.  ---  I 
LU  O 

a. 


o  i—  <Ofi<-Ni/irooo>ioooOinuicOKioOKi'-smSO'ONioinrucOMO'(00>'-vjoo 

O  z  t-(MO*inm<tm'0MOino-*oo<-<-i->0ON(0SF-O'0S-*'0<-(MOMO 

U.M  sf^N*NNOuia0>ulSsi-0S-J^Nuie00-^-Ke0i-c0i^in0'O>0Kl^Nu1 

LU  

3  «-*-«-«-«-«-ro*-oo»-oooo«-ooooo«-«-o«-oo«-o«-o«-ooo 


00  z  «-^>0«-mcie0M>*'*<om(\iNSt-m0>inoS&',*0'i'>'flNOC0e0in^OC0'- 

>-o  ■*>0'0'OOM»>oeO(\i«-(M>OMO>0"flo»-in^inNmCheoSmK<-MNin<-N 

u-  ■-■  in»»Soio>Ofrin<^0>incoo*oiO'OeoinooeoO'>oeO'-eoin>0(K«-<OM>OSi/i 

LU   

3  «-«-«-(\J«-«-<\l«-00*-0«-00«-000000«-0«-00«-0«-0«-000 


O  CO 


Q 

o 

« — 

u 

<_) 

CJ 

CO 

CJ 

CJ 

I_ 

CO 

z 

(0 

CO 

• — • 

1— 

O 

z 

0) 

a: 

1— 

>s 

1— 



O 

z 

3 

 t 

QT 

z 

o 

ta 

o 

O 

o 

i — 

i — 

1 

CJ 

u 

c_> 

to 

o 

A 

A 

O 

O 

3 

(0 

LU 

ae 

o 

O 

3 

OS 

UJ 

LU 

LU 

£L 

CJ 

u_ 

\ 

CO 

C3 

o 

O 

O 

3 

to 

to 

1— 

< 

< 

< 

>- 

OC 

O 

3 

UJ 

1— 

a. 

* — 

to 

1— 

—J 

Qt: 

• 

to 

LU 

3 

3 

3 

X 

>— 

o 

A 

o 

LU 

Z 

LU 

z 

00 

1— 

> 

to 

UJ 

UJ 

UJ 

or 

O 

LU 

LU 

o 

U- 

LU 

u_ 

i— 

O 

O 

CO 

X 

< 

< 

z 

o 

UJ 

c_ 

O 

LU 

X 

t— 

1— 

t— 

or 

TO 

1— 

t— 

o 

OC 

O 

fl> 

z 

z 

z 

or 

8 

8 

8 

LU 

—i 

>- 

OS 

o 

o 

u_ 

u_ 

£L 

< 

o 

o 

CJ 

u_ 

Q. 

X 

z 

3 

<D 

uu 

oS 

a. 

0. 

Ol 

CJ 

U 

or 

0£ 

(— 

Q 

OC 

X 

(A 

O 

o 

CO 

X 

Z 

3E 

z 

LU 

UJ 

-3 

>- 

LU 

< 

< 

< 

CO 

1— 

z 

I— 

^— 

1— 

I- 

X 

x 

CO 

a. 

Q. 

a. 

O 

CJ 

§ 

o 

>- 

1— 

UJ 

UJ 

UJ 

o 

t— 

»- 

< 

o 

O  CO 

Q. 

o 

CJ 

o 

OC 

££ 

f_ 

a. 

a. 

I— 

o 

UJ 

X 

X 

X 

O 

Ou 

LU 

LU 

UJ 

_l 

CJ 

LU 

UJ 

UJ 

o 

CJ 

—J 

o  < 

X 

X 

co 

X 

X 

LU 

1- 

LU 

u 

u 

CJ 

CJ 

or 

•M 

LU 

LU 

^ 

3 

3  LU 

o 

o 

o 

o 

< 

JE 

CO 

—J 

1— 

oc 

CJ 

a: 

UJ 

O) 

CO 

CO 

o 

CO 

CO  LU 

u. 

a. 

a. 

a. 

CJ 

(J 

0. 

or 

LU 

LU 

UJ 

LU  ^ 

«S 

u 

O 

'3 

or 

or 

or 

or  co 

or 

on 

£K 

oc 

z 

u= 

z> 

cj 

3 

3  o 

HI 

UJ 

UJ 

t— 

o 

3 

a 

Q 

CO 

a 

Q  -J 

E 

Z 

--. 

or 

LU 

LU 

3 

UJ 

LU  3 

Z 

3 

3 

3 

3 

_J 

o 

> 

O 

O 

a: 

CJ 

O  CJ 

3: 

LU 

o 

o 

o 

O  CO 

to 

CO 

\ 

to 

or 

OT 

oe 

or  3 

to 

oe 

oa 

LU 

LU 

OC 

§ 

UJ 

(0 

a. 

a. 

o 

Q-  X 

0£ 

OC 

UJ 

or 

u. 

oS 

Z 

s: 

3 

3 

o 

_J 

3 

at 

OC 

or 

^ 

SC  11- 

UJ 

UJ 

LU 

Q 

O 

—1 

LU 

or 

3 

3 

z 

U 

CJ  O 

o 

cs: 

a: 

or 

LU 

UJ 

UJ 

X 

O 

LU 

LU 

»— 

t— 

I— 

O 

CJ 

8 

o 

« 

LU 

LU 

Z  CO 

cr 

X 

X 

X 

o 

o 

X 

or 

o 

U_ 

U- 

(— 

LU 

CD 

UJ 

LU 

LU 

QL 

OC 

CO 

UJ 

O 

< 

oa  — 

LU 

Q. 

a. 

a 

Q. 

LU 

oa 

os 

I— 

CO 

o 

Of 

lK 

OC 

or 

_j 

c 

_l 

3 

•u  a. 

UJ 

LU 

LU 

LU 

UJ 

o 

1— 

1— 

a. 

a. 

Cl 

o  o 

Q 

LU 

LU 

-3 

8 

x 

<  — 

z 

g 

g 

g 

Z 

2 

< 

8 

4) 

►— 

z 

x 

< 

CO  00 

—J 

_J 

_» 

X 

CO 

La- 

c 

(0 

J= 

LU 

o 

C3 

O 

u  u 

ej 

o 

a 

o 

ca 

CS 

u 

13 

ta 

u 

0l 

OS 

QT 

QT 

or  or 

0£ 

on 

or 

at 

cc 

or 

ac 

>- 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

►— 

CO 

00 

CO 

CO 

co  to 

CO 

CO 

CO 

CO 

CO 

to 

CO 

CO 

CO 

u 

u 

CO 

00 

CO  00  00  00 

oo 

co 

CO 

oo  co 

DO 

<so 

CO 

DO 

X 

X 

(3 

OJ 

FO 

«*  IT>  >0 

o> 

o 

. — 

<M 

KV 

-3- 

in 

1 

Of 

AJ 

CM 

CM 

OJ 

<M 

O 

CM 

OJ 

OJ  CM 

CM  <M 

rsi 

f  j 

<%! 

rvi 

<M 

AJ 

CM 

LU 

>- 

(J 

or 

CJ 

O 

3 

z 

X 

< 

3: 

UJ 

i— 

or 

Li- 

o 

t— « 

3 

[—1 

3 

X 

sa 

_J 

LU 

< 

CJ 

SJ_ 

x 

X 

O 

O 

C3 

or 

oe 

z 

CJ 

CJ 

CO 

Q- 

CJ 

z 

to 

Q. 

»— 

1— 

t- 

O 

Q. 

t— 

o 

f- 

to 

CJ 

3: 

LU 

oS 

o 

3 

3 

z 

OC 

o 

u. 

X 

CO 

z 

CJ 

3 

>» 

O 

LU 

CJ 

o 

o 

o 

CJ 

3 

O 

o 

> 

CJ 

CJ 

or 

CO 

to 

or 

or 

_) 

O 

tJ 

LU 

LU 

Q. 

a. 

LU 

oS 

1 — 

o 

O 

CJ 

O 

Cl. 

\ 

Q 

or 

_l 

3 

3 

z 

a. 

> 

> 

or 

oc 

< 

< 

LU 

UJ 

D. 

1— 

to 

CO 

z 

»— 

o 

o 

d 

d 

LU 

LU 

UJ 

_1 

or 

X 

X 

CO 

to 

UJ 

CJ 

z 

z 

LU 

o 

CO 

CO 

iC 

CJ 

CJ 

(— 

3: 

-3 

u. 

u_ 

o 

CO 

o 

< 

< 

t- 

i— 

t— 

o 

z 

Q. 

O 

or 

1— 

1— 

CO 

—1 

(— 

o 

o 

O 

CJ 

O 

z 

z 

z 

z 

z 

3 

\ 

or 

or 

CJ 

CJ 

or 

-3 

z 

z 

O 

CJ 

3 

3 

z 

z 

CJ 

O 

< 

o 

o 

to 

I— 

1— 

z 

S 

U- 

Ll_ 

CJ 

CJ 

>— 

3 

CO 

to 

or 

or 

^— 

o 

O 

o 

< 

X 

or 

or 

< 

<£ 

\ 

CJ 

H- 

oe 

oS 

CO 

CJ 

LU 

LU 

3 

3 

o 

0. 

—i 

—1 

o 

OS 

a 

Q 

o 

O 

or 

LU 

< 

CO 

CO 

> 

_1 

OC 

or 

to 

to 

Q. 

CJ 

§ 

> 

>- 

>- 

_i 

to 

CO 

o 

O 

u_ 

U- 

UJ 

LU 

X 

o 

o 

CO 

'CO 

LU 

LU 

to 

CO 

to  — ■ 

or 

or 

t— 

LU 

X 

X 

a. 

o 

or 

X  CJ 

o 

3 

3 

z 

LU 

LU 

1— 

1— 

3 

a 

o 

LU  LU 

UJ 

o 

O 

CJ 

or 

or 

LU 

LU 

or 

oS 

oS 

h- 

— 1  CL 

Q. 

LU 

UJ 

o 

o 

—1 

— 1 

3 

CJ 

UJ 

LU 

co  to 

co 

CJ 

CJ 

or 

oe 

oe 

LU 

LU 

X 

D. 

to 

< 

3 

3 

to 

O 

o 

o 

0. 

±C 

\C 

LU 

z 

or 

to 

CO 

or  oS  os 

or 

or 

or 

z 

z 

to 

CO 

u. 

U- 

CO 

CO 

t— 

O. 

0. 

Q_ 

O 

o 

o 

o 

o 

< 

CO 

CO 

to 

to 

—I 

_1 

Li_ 

u. 

or 

_l 

(— 

t— 

or 

^  LU 

LU 

UJ 

LU 

ca 

to 

CO 

>- 

3 

3 

o 

O 

t— 

1— 

< 

z 

CJ  CO 

to 

3 

3 

X 

cr 

Ok. 

CJ 

CJ 

to 

CJ 

LU 

LU 

1— 

<  < 

<C 

to 

CO 

3 

3 

(J 

CJ 

o 

CO 

CO 

to 

CO 

_J 

> 

> 

or 

CO  LU 

LU 

CO 

z 

X 

X 

CJ 

3 

3 

UJ 

UJ 

LU 

u 

«* 

CO 

to 

(— 

or 

LU 

LU 

to 

X 

X 

or 

or 

to 

y- 

o 

1— 

1— 

_l  — • 

h- 

t- 

o 

o 

3 

3 

z 

CJ 

CJ 

'CJ 

<  Ck 

o 

or 

— 1 

_l 

or 

or 

or 

1— 

I— 

E 

$ 

LU 

UJ 

o 

t— 

h- 

o 

o 

< 

< 

z 

UJ 

LU 

CJ 

(J 

< 

LU 

z 

z 

i— 

LU 

LU 

u_ 

u- 

-3 

z 

CJ 

»— 

z 

Z 

< 

< 

or 

1— 

z 

Q. 

o  z 

Z 

O 

O 

< 

< 

o 

o 

or 

1— 

I— 

or 

or 

o_ 

00 

< 

O 

o 

LU 

LU  O 

o 

CO 

X 

-J 

—1 

< 

O 

O 

CO 

O 

a. 

CJ 

CJ 

to 

X  00 

co 

o 

ta 

o 

o 

C3 

C3 

o 

or 

OC 

or 

or 

or 

or 

or 

or 

or 

Q 

O 

Q 

a 

o 

Q 

o 

Q 

o  o 

a 

3 

3 

3 

3 

3 

3 

3 

3 

3 

LU 

LU 

UJ 

LU 

LU 

LU 

LU 

UJ 

LU  LU 

LU 

CO 

CO 

to 

(/> 

to 

to 

to 

to 

to 

X 

X 

S 

s 

X 

X 

X  X 

X 

oo 

«3 

eo 

CO 

CO 

CO 

co 

oo 

00 

eo 

co 

eo 

00  00 

00 

00  00  CO  00 

N- 

00 

o 

CM 

K> 

u-i 

N. 

CO 

o  o 

CM 

in 

<M 

CM 

CM 

CM 

m 

f) 

M 

PO 

K> 

K1 

PO 

-J- 

-J-  V* 

-3- 

CM 

CM 

CM 

CM 

CM 

CM 

OJ 

CM 

CM 

CM 

CM 

CM 

CM 

OJ 

OJ 

CM 

CM  CM 

OJ 

C-7 


I—  UJ  NmOO'0>'0(VJ0'00(\l>0OS(M<-NtOIM'O«)>t4N<0NO00eaOOfn>tOIMO 

z  o   

uj  z  vtt-oui>-O'->-»-'-Mini/i»->0»-f\i<-o(\ioui'^rjMK)«-i'i'-'-inrj^i-m 

4J    <C  III                           I                 I        ■        I        •        I                 II                 I                  I         I        9                           I        I        I        I  III 

DC  =C  I 
UJ  O 

a. 


O  I—  OinOS'OO^M'ONi-NSlN^insfi-KMNeOi-S^COl'l'-OIOMNPiJCOS 

O  =c  i-MN(0OMin(0^e0ir\O'0(0«iW-0(>*o^mM00vtO00i-<-(>o(>i>Si> 

UJ   •  

3  OOOOOOOOOOOOOOOOOCJi-  «-ooo«-  o«-«-o«-oooooo 


O  i—  win-o«aM<l^»Oeoo>ni/\nioSiV\eO'-MiVicOM~*>0^^*w^o-}(>.SfO 

UJ   ■  

3  000000000©OOOOOOOf\J«-«-000»-0«-«-0'r-000000 


o 


f_ 

CJ 

cc 

O 

a 

o 

u 

z 

a> 

O 

u 

o 

3 

3 

>- 

CJ 

cc 

I— 

o 

CO 

CO 

CC 

CJ 

CO 

CO 

3: 

LU 

c_> 

CD 

UJ 

(— 

o 

3 

3 

CO 

CJ 

1— 

1— 

o 

U 

=3 

o 

X 

!— 

o 

u 

Cfl 

CO 

3 

3 

N. 

<! — 

z 

LU 

_J 

_1 

CO 

UJ 

!r- 

1 

CD 

3 

3 

3 

3 

CO 

u_ 

t— 

ns 

l 

A 

A 

o 

AL 

to 

CO 

LL 

LL 

RE 

1- 

o 

CO 

A 

A 

o 

LU 

LU 

LU 

a 

CJ 

UJ 

LU 

3 

5 

t-> 

z 

z 

I— 

LU 

LU 

LU 

AG 

AG 

AG 

LU 

L0 

CY 

I— 

1— 

CJ 

CJ 

ED 

O 

o 

CJ 

o 

o 

3 

z 

_i 

_l 

cc 

CC 

CJ 

00 

c_> 

UJ 

=E 

--: 

< 

i— 

1— 

i— 

CO 

oS 

3 

3 

o 

o 

o 

A 

t> 

> 

CO 

z 

_l 

_J 

cc 

CJ 

oS 

1— 

i— 

1— 

8 

L!_ 

8 

LS_ 

8 

u_ 

t— 

SY 

43 

EL 

EL 

ER 

ER 

Q. 

CJ 

CC 

GE 

[_ 

£ 

c_> 

8 

8 

8 

CJ 

CL 

_J 

CJ 

CJ 

CJ 

CJ 

CJ 

=e 

< 

a 

UJ 

UJ 

u_ 

L!_ 

u_ 

X 

X 

X 

LU 

CJ 

CJ 

o 

< 

_1 

 i 

1— 

o 

aj 

z 

LU 

LU 

UJ 

5= 

U 

£ 

cc 

cc 

3 

3 

(— 

i— 

>- 

YS 

z 
o 

a 

a 

tg 

43 

o 

t— 

CC 

CJ 

HI 

o 

CD 

i 

z 

o 

o 

Z 

Z 

AS 

3 

3 

AS 

CO 

CJ 

z 

Z 

z 

LU 

LU 

UJ 

CJ 

CJ 

1— 

o 

cc 

cc 

_! 

CJ 

CJ 

LU 

CO 

< 

< 

_l 

—I 

 1 

LU 

3 

a. 

z 

LU 

LU 

^C 

Q. 

o 

o 

CC 

U 

_j 

oS 

Z 

h- 

o 

LU 

CJ 

CJ 

CO 

to 

cc 

cc 

CO 

(A 

< 

3 

3 

3 

z 

>- 

>- 

O 

cc 

_) 

_l 

t— 

CL 

CJ 

l— 

£ 

—i 

_i 

—1 

O 

3 

3 

O 

O 

X 

o 

3 

3 

cc 

cc 

CO 

CJ 

CJ 

OS 

u- 

LU 

UJ 

sT 

o 

z 

z 

LU 

U- 

o 

o 

< 

I— 

CJ 

_1 

CO 

t— 

cc 

cc 

cc 

5- 

3- 

=s 

< 

z 

u. 

U- 

CO 

LU 

CO 

CO 

3: 

CO 

UJ 

CO 

< 

=c 

< 

£ 

sT 

xT 

oS 

CJ 

O 

z 

z 

5- 

z 

UJ 

cc 

* 

«c 

t— 

o 

CO 

to 

^; 

1— 

>- 

LU 

LU 

LU 

cc 

cc 

cc 

z 

Z 

o 

43 

u 

o 

^C 

s 

i— 

t- 

cc 

oa 

UJ 

LU 

cc 

<_ 

CO 

CO 

CC 

cc 

CC 

< 

< 

«s 

s: 

< 

< 

z 

40 

to 

CL 

CL. 

3 

cc 

cc 

u 

3 

3 

LU 

1— 

>t- 

o 

CO 

o 

o 

o 

Cc 

a. 

0. 

UJ 

z 

z 

_l 

< 

CO 

UJ 

UJ 

a 

oS 

CD 

co 

o 

CJ 

Q 

CO 

_l 

cc 

_l 

ll. 

u. 

IX. 

3 

3 

1— 

o 

o 

«£ 

< 

z 

cc 

cc 

4J 

CJ 

UJ 

(J 

CO 

CO 

cc 

CJ 

1— 

(A 

UJ 

3 

CO 

£ 

£ 

43 

CJ 

o 

o 

X 

X 

CJ 

LU 

oS 

oS 

ZT- 

cc 

cc 

o 

CJ 

CJ 

3 

4-> 

O 

DS 

[— 

u_ 

LL. 

u. 

u_ 

u_ 

Li- 

>- 

—i 

— j 

X 

u. 

L!_ 

UJ 

LU 

o 

3 

1— 

o 

LU 

LU 

CO 

CJ 

o 

JZ 

X 

CO 

UJ 

O 

o 

o 

O 

O 

CD 

CO 

< 

< 

CC 

_! 

LU 

cc 

to 

CO 

CO 

Q 

3C 

CQ 

O) 

1— 

3 

OS 

— 1 

X 

O 

O 

< 

a 

a 

a 

o 

Cc 

CO 

CO 

CO 

3 

3 

cc 

cc 

1— 

o 

3 

< 

£ 

UJ 

_i 

—1 

_l 

_j 

_i 

_J 

_> 

(j. 

EJ_ 

£ 

 1 

Q 

o 

CO 

a. 

CO 

to 

CO 

CO 

CO 

CO 

to 

«S 

cc 

cc 

l 

< 

cc 

cc 

cc 

cc 

— 1 

I— 

t- 

1— 

to 

CO 

CO 

CO 

1— 

3 

3 

3 

o 

CO 

!— 

O 

O 

5- 

>- 

z 

CJ 

CQ 

CD 

CQ 

CO 

< 

cc 

cc 

CO 

cc 

o 

1— 

o 

o 

o 

a 

p 

O 

1=1 

LU 

LL. 

u_ 

O 

o 

LU 

LU 

UJ 

LU 

Q 

to 

!— 

1— 

LU 

LU 

o 

o 

<  N  N 

z 

ae 

_> 

_l 

s 

E 

z 

—1 

a 

o 

Q 

3 

3 

Q 

o 

LU 

• 

> 

t— 

CO 

CO 

3 

oS  oS 

od  oS  oS  oS 

UJ 

>- 

»— 

i— 

z 

8 

CJ 

o 

cc 

cc 

1— 

cc 

A 

A 

o 

DC 

o 

CJ 

CJ 

o 

cc 

oS 

CC 

cc 

cc 

CC 

o 

LU 

ca 

ca 

o 

o 

CO 

CO 

CD 

to 

< 

§ 

>- 

CO 

z 

z 

z 

z 

z 

z 

to 

i 

i 

LU 

LU 

o 

O 

o 

o 

o 

—1 

z 

3 

3 

to 

to 

< 

< 

LU 

LU 

UJ 

CO 

i— 

3 

cc 

cc 

cc 

cc 

cc 

cc 

O 

t— 

1— 

1— 

1— 

LL. 

>- 

■»» 

\ 

< 

to 

CO 

LU 

LU 

»— 

43 

43 

43 

UJ 

u 

Q. 

£ 

1— 

1— 

t— 

1— 

I— 

»— 

— i 

CJ 

CJ 

CO 

CO 

40 

oS 

OS 

OS 

oS 

a. 

1— 

a 

Q 

cc 

cc 

z 

< 

< 

• — • 

£ 

CO 

CO 

CO 

CO 

CO 

CO 

3 

LU 

LU 

< 

=s 

o 

0. 

3 

to 

CD 

CD 

< 

1— 

oc 

u_ 

>- 

CO 

CJ 

t— 

t— 

£ 

o 

o 

1— 

1— 

1— 

1— 

oS 

CJ 

z 

z 

cc 

z 

z 

z 

CO 

CO 

to 

CO 

LU 

to 

CO 

to 

cc 

LL. 

Li_ 

u- 

U- 

CD 

UJ 

1— 

t— 

43 

o 

43 

u 

1— 

CC 

z 

z 

z 

z 

z 

z 

3 

< 

< 

— 1 

_l 

Q. 

m 

•a. 

< 

<* 

< 

_1 

3 

iC 

CJ 

^ 

z 

z 

1— 

1— 

1— 

1— 

oc 

UJ 

OS 

< 

cc 

cc 

cc 

cc 

cc 

cc 

SE 

< 

< 

cc 

CC 

CC 

cc 

< 

to 

CO 

to 

_i 

to 

to 

< 

< 

_! 

«— 1 

o 

o_ 

z 

CJ 

Q- 

Q- 

Q- 

Ol 

a. 

a. 

1— 

!— 

(— 

i— 

C3 

43 

o 

43 

z 

3 

z 

z 

< 

_l 

_l 

_l 

< 

UJ  CO 

CO 

o 

CC 

CO 

co 

CO 

CO 

CO 

CO 

oc 

_l 

O 

o 

CO 

CO 

< 

QC 

cc 

cc 

cc 

o 

43 

£ 

3 

3 

3 

£ 

c 

_i  i 

Z 

£=> 

LU 

LU 

< 

< 

:— 

1— 

< 

< 

z 

Z 

z 

z 

z 

LU 

LU 

z 

o 

o 

1 

_l 

_l 

_! 

3 

1—  z 

o 

z 

1— 

•k 

3C 

1— 

1— 

CD 

m 

LU 

LU 

cc 

z 

3C 

—i 

—1 

—I 

z 

— l 

_l 

_l 

< 

01 

—  o 

UJ 

U_ 

X 

X 

x" 

X 

X 

1— 

O 

O 

3 

3 

CC 

CC 

5 

^c 

iC 

LU 

t— 

1— 

< 

< 

< 

o 

LU 

LU 

LU 

CC 

(—  z 

CO 

t— 

=S 

Li_ 

u_ 

u_ 

u- 

LL. 

O 

I— 

l— 

CO 

to 

CD 

CO 

CO 

to 

CO 

CO 

CO 

o 

o 

to 

£ 

£ 

£ 

£ 

z 

CJ 

CJ 

O 

O) 

c 

(S 


CJ 
X 


UJ 

43 

C3  C3 

43 

43 

43  43 

C3 

C3 

O 

43 

43  43 

C3 

o_ 

Q 

o 

O 

a 

Q 

o  a 

a  a  o  cc 

CC  cc 

CC 

CC 

CC  CC 

CC 

CC 

CC 

CC 

CC  CC 

£K 

Q 

O 

O 

a  a 

o  o  o 

>- 

LU 

LU 

LU 

LU 

LU 

LU 

LU  LU 

LU  LU  UJ  3 

3  3 

3 

3 

3  3 

3 

3 

3 

3 

3  3 

3 

LU 

LU 

LU 

LU  LU 

LU  LU  UJ 

LU  LU 

1— 

£ 

£ 

£ 

£ 

£ 

£ 

£  £ 

£  £  £  CO 

CO  CO 

to 

CO 

CO  CO 

•CO 

CO 

to 

CO 

CO  CO 

to 

£ 

S 

£ 

£  £ 

£  £  £ 

£  £ 

MDC 

CO 

CO 

S3 

CO 

CO  CO 

CO  CO 

oo  co  co  o 

4>  O  4> 

4> 

o  o 

o 

o 

O 

a 

O  O 

O 

0<  Ox  Cj\  COs  CJn 

o  o  o 

4>  t> 

tD 

>o 

SO 

t> 

o 

C\J  K> 

~}  in  S 

00  t> 

o 

(M  tO 

u-> 

s0 

CQ  O 

o 

CM 

in 

<0  N  OD 

O  O 

DC 

U"> 

LTl 

in  in 

in  in  in  in 

in  in 

-o 

o  o 

o 

sO 

-3  -o 

r— 

R 

rx.  r-- 

r-  N-  IV 

S-  CO 

a 

rvi 

CM 

CJ 

OJ 

CM  f\I 

CM  CO  CM  <\J 

CM  CM 

<M 

fM 

CM  CM 

CM 

CM 

CM 

fM 

CM  CM 

CM 

CM 

fM 

CM 

CM  CM 

CM  CM  CM 

CM  CM 

C-8 


z  cd 

LU  Z 

O  < 

CC  3= 

LU  O 

a. 


^(M00N0>>0«)>0MOt-^^OOt-|0(\lO»O<»'0^O00«-SlfH-«-inCMMCg 
Ot-i-WONOOIOMONinr-iOO^inNOWIMIMt-^r-aNinr-^Nini-M 


O  I—  tOM-*0-<-<-M-ONir\0-0-»(>W-J,OCOMNOOinfO^I^O>-Nr>JsJ-'-<-S'->0 

>-  CD  NrO>0'0>-CJIO<Ol^COinSwinN>tvtN>00(\J(>.N».eOOO.OMONOF.(MM 

u.  —  >trot^N»ooinpvj«or^>»K~^Kl^o>in<ooo»-<)t^>o>*fvi>*-r>-Ln^o>Lnoo>*>i-ro 

LU   

3  0000<\J<M<\J«-«-00(M*-000000*-OrO<MC\J«-«-0«-000000<\J 


oi-  o>sfoo.M^T-[oru^omo^smO(0-jt-aoM'-fO'4-'--jomM^rjvt(<iN 

eo  3=  >*tvi>OMeo^okin>to(\jmeo<-0>rjiomS(M«-ooMMMeo^r-roooin(MN» 

>-  CD  N^NMMO.M(00>0'-<-0>inNnS-^v»'-^Ost^MKlMDNjrO»-^fJOM'- 

u-  •—  •4'MS>»oin(\iooooinN«-sS(Mfi-oeo«->oss^M>tooinoo(Mft«)in>»^ 

LU  

3  OOOOf0»MCMf\J«-OOf\J«-OOOOOO«-Or0fVirM»-«-O«-OOOOOO<M 


o 

8: 


m 
>- 


c 


(/) 
CC 
LU 
O 

at 

co  o 
or  oo 


UJ 

CJ 

(0 

o 

Q 

o 

CJ 

u 

at 

CJ 

01 

O 

o 

_l 

CJ 

□c 

O 

CO 

O 

CJ 

CJ 

CO 

i— 

o 

u- 

O 

o 

AB 

3: 

CJ 

LA 

3 

3 

o 

t— 

i— 

o 

o_ 

■M 

£ 

N. 

OL 

ME 

CC 

o 

3 

3 

EO 

PL 

PL 

o 

m 

CJ 

z 

o 

o 

00 

i 

< 

oil 

X 

UJ 

LU 

o 

A 

o 

i— 

1— 

o 

■ 

Of 

z 

Z 

» — 

LU 

LU 

HE 

t— 

3 

\ 

3 

A 

A 

o 

FO 

1 

s: 

• 

z 

ES 

i_ 

CD 

cd 

cc 

LU 

UJ 

LU 

O 

O 

cc 

CD 

< 

oS 

t— 

CJ 

o 

CD 

CD 

CD 

CO 

z 

z 

3 

01 

3 

o 

o 

< 

S. 

«t 

LU 

>- 

IS 

ST 

z 

PR 

PR 

CO 

CO 

CO 

UR 

OR 

OR 

CE 

< 

< 

oc 

at 

at 

at 

o 

Ll_ 

o 

(0 

LU 

LU 

o 

LU 

UJ 

UJ 

UJ 

<_) 

cc 

u 

CC 

cc 

o 

at 

at 

o 

o 

CJ 

O 

CJ 

(_> 

CJ 

Cl 

CO 

00 

oo 

z 

Q 

at 

ct: 

o 

o 

o 

CJ 

z 

d 

d 

O 

o 

O 

a: 

cc 

cc: 

u_ 

oa  oa 

LU 

00 

CO 

CO 

Q. 

£L 

Cl 

o 

CJ 

t— 

o 

CC 

o 

00 

00 

CJ 

CJ 

CJ 

o 

\ 

00 

00 

o 

CO 

cc 

<c 

< 

Q 

a 

a 

ct: 

OC 

at 

o 

CJ 

3 

3 

d 

00 

l/> 

o 

LU 

O 

t— 

i— 

UJ 

LU 

LU 

3: 

z 

IS. 

t_ 

CJ 

z 

cc 

li- 

UJ 

LU 

CJ 

CJ 

CJ 

O 

Q 

t— 

o 

1— 

o 

>— 

H— 

1— 

i— 

o 

CJ 

LU 

>- 

x 

s: 

CJ 

O 

Q 

Q 

• 

CJ 

o 

o 

es 

1— 

_) 

_■ 

_j 

00 

o 

CJ 

< 

< 

< 

3 

3 

3 

3 

A 

A 

o 

< 

tfl 

1— 

i- 

X 

oc 

LU 

od 

oS 

O 

o 

o 

CJ 

_! 

— I 

oc 

«J 

3 

1— 

o 

o 

o 

OC 

00 

00 

CO 

CO 

_l 

3: 

CO 

CO 

CO 

CO 

CO 

00 

CO 

LU 

UJ 

LU 

1— 

J= 

CJ 

o 

\ 

o 

00 

UJ 

00 

i— 

(— 

«I 

< 

o 

i— 

O 

LU 

UJ 

LU 

LU 

CD 

CD 

CD 

O) 

CO 

to 

3 

3 

at 

UJ 

00 

00 

LU 

1— 

(— 

1— 

CO 

\ 

at 

cs: 

at 

at 

at 

at 

cc 

< 

< 

< 

>- 

3 

3 

00 

cl 

o 

o 

UJ 

at 

at 

o: 

LU 

LU 

LU 

< 

3 

3 

o 

O 

O 

CJ 

3 

3 

3 

3 

cc 

4) 

00 

to 

CO 

00 

x 

at 

3 

i— 

i— 

s: 

>: 

1— 

—3 

CJ 

CJ 

Q 

O 

Cs 

< 

3 

CC 

cc 

>- 

a 

at 

3 

3 

3 

UJ 

CO 

CO 

< 

< 

< 

CJ 

LU 

UJ 

LU 

LU 

CO 

to 

CO 

z 

V 

z 

Z 

UJ 

LU 

_j 

CC 

z 

o 

Q 

CO 

UJ 

z 

Z 

CJ 

o 

CJ 

3: 

at 

at 

X 

X 

3C 

CJ 

(J 

u 

CJ 

UJ 

UJ 

LU 

o 

o 

< 

Li_ 

LU 

LU 

CJ 

m 

00 

CO 

00 

in 

LU 

h- 

1— 

o 

o 

O 

o 

O 

at 

at 

at 

cc 

> 

s 

cc 

CC 

at 

O 

at 

O 

Iti 

LL. 

a 

o 

z 

oa 

oil 

ofl 

\ 

at 

QC 

cc 

at 

3 

3 

3 

3 

00 

00 

O 

o 

LU 

00 

O 

3 

at 

LU 

LU 

I 

5 

s: 

o 

at 

at 

< 

3 

3 

CL 

CL 

Cl 

Cl 

a 

Cs 

Q 

00 

CO 

3 

LU 

at 

O 

CL 

z 

Z 

A 

o 

O 

O 

_l 

□£ 

OC 

Of 

LU 

UJ 

LU 

oS 

(0 

LU 

LU 

g 

1— 

oS 

cc 

a. 

UJ 

OS 

oa  oa 

CO 

CO 

CO 

a. 

UJ 

LU 

UJ 

5- 

>- 

CC 

at 

— i 

_t 

CJ 

o 

CJ 

a: 

o 

Q 

_l 

3 

CJ 

_J 

CC 

cc: 

UJ 

LU 

at 

CO 

t— 

1— 

t— 

LU 

UJ 

< 

< 

o 

o 

o 

>• 

"o 

i— 

I— 

CL 

CO 

Q 

o 

«t 

CJ 

o 

CD 

CD 

—I 

_i 

—1 

o 

Q 

o 

z 

LU 

LU 

UJ 

5 

5 

o 

o 

oc 

at 

at 

cc 

at 

UJ 

CC 

z 

Li_ 

I— 

UJ 

at 

CO 

o 

o 

=1 

<c 

<£ 

«c 

<£ 

at 

<£ 

at 

at 

cc 

i— 

a 

o 

3: 

3: 

Cl 

CL 

Cl 

z 

O 

O 

o  oa 

li- 

CJ 

o 

cl 

CO 

o 

Z 

z 

at 

UJ 

UJ 

at 

3 

3 

3 

CJ 

o 

< 

st 

(— 

(— 

Q 

CD 

t— 

i— 

st 

o 

at 

o 

z 

z 

CO 

CO 

O 

o 

O 

UJ 

z 

z 

t— 

LU 

LU 

_J 

UJ 

LU 

_J 

_l 

 l 

CC 

oo 

CO 

i— 

_J 

a; 

CC 

>- 

as 

UJ 

LU 

UJ 

UJ 

1— 

1— 

00 

00 

cc 

at 

<c 

< 

< 

< 

«s 

< 

<C 

CD 

CL 

3: 

CD 

t— 

t— 

[— 

1— 

1— 

z 

at 

Q£ 

>- 

>- 

5- 

5- 

*z 

>« 

3 

3 

cc 

CC 

at 

LU 

x 

x 

cc 

cc 

i— 

Z 

O 

o 

cc 

Csi 

UJ 

LU 

cc: 

CJ 

CJ 

UJ 

UJ 

UJ 

UJ 

\— 

t— 

cc: 

cc 

to 

to 

3: 

CC 

c 

_l 

3 

o 

O 

3 

UJ 

Z 

at 

at 

LU 

UJ 

00 

CO 

at 

at 

a; 

o 

O 

O 

z 

z 

z 

z 

CO 

CO 

o 

o 

z 

I— 

1— 

i— 

UJ 

(— 

< 

<£ 

Z 

Cl 

CC 

oa: 

CC 

>- 

>- 

■JL 

3: 

< 

< 

t— 

>— 

t— 

CO 

Q 

Q 

a 

D 

O 

a 

o 

o 

z 

z 

< 

< 

UJ 

UJ 

LU 

a: 

CC 

x 

Q 

3: 

3: 

\— 

t— 

3 

3 

3 

z 

Z 

Z 

at 

at 

oc 

at 

cc 

cc 

CC 

1— 

0) 

r-n 

1— 

i- 

1- 

< 

aS 

00 

d 

b2l 

i— 

I— 

o 

o 

Q 

Q 

z 

z 

LU 

LU 

3 

a. 

a. 

X 

I— 

3 

3 

3 

O 

LU 

CD 

CD 

CD 

CD 

CD 

CD 

CD 

CD 

CD 

tD 

CD 

CD 

CD 

CD 

CD 

CD 

CD 

CD 

CD 

CD 

CD 

CD 

CD 

CJ 

Cl 

O  Q 

cc 

at 

at 

CC 

CC 

CC 

CC 

CC 

at 

o 

a 

o 

O 

o 

o 

o 

o 

CC 

CC 

at 

CC 

CC 

CC 

CC 

CC 

CC 

CC 

CC 

at 

cc 

cc 

>- 

LU  LU 

LU  LU 

3 

3 

3 

3 

3 

3 

3 

3 

3 

LU 

LU 

UJ 

UJ 

UJ 

LU 

LU 

LU 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

1— 

■XL  X 

CO 

CO 

to 

CO 

to 

00 

OO 

to 

CO 

SL 

■SL 

X 

X 

X 

CO 

CO 

CO 

CO 

00 

CO 

to 

CO 

to 

to 

00 

CO 

CO 

CO 

d 

CJ 

o  o 

o  o- 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

O 

O 

o 

o 

o 

o 

o 

CD 
CC 

a 


t-NMv»in>oseoo>Ot-rjM^in>ONeo(>Oi-fviM>*in>os<Ot>Or-NMstifi 

C0C0CGClH)C0C0C0C0OOOOO01t>OOOOOOOOOOOOO'-'-»-*-'-»- 

NroNwroivjrijNNNfyNNroNNNrgNrOMMMMMroroiororOMMi'ifo.M 


C-9 


>-uj  oc\i>*'0>o«>*>4-r^mo>cMoo><\jo.Nt^vo*-roo«-(0(Mi\j«-<\jfOvt*j-ir>f\j«-o> 

z  u   

UJ  2  i-&Oint-inO(M'-(VI'-<-v»^>-M<-Mi-t-Min'-0<-OS<-(MOOM«-i-0 

CJ  <f  i          ■     I     I     i     I     I     I     I     ■     I          it          i    K)    i     i     i     i          it                111          I     I     ■  i 

at  x 
UJ  o 

a. 


o  i—  eg>»r^fo^o>o>o^ro>o>*ir>o>t»-^%*vtf\i^fo>l-l^Ki«->0(NiO>r^>*>tinoo>0 

<>•  i  eo>-Mm'OMOM-4K.NNj>jN|noifleON>Of\JOO-^(Oino-i'OS'-'OioN<- 

>-o  >0(0^^(\i«os»«i\i^>toF.inineofviNf(0'0'0(oi\jeocoNiACOt\i<o>o(os 

u-  — •  NMOinO'0SK-M^^I/l>0vtNai/lC0C0M0>>0Nm^0>^CIOS0>>J>0M>0 

UJ   

3  »-o»-o«-ooooooooooooo»-»-oooooooo«-oooooo 


Ovi—  «->*(OKKSSin>*ioN«-oNfflM-OinKiM\io>tKineoocomSoOMNoo 

oo  x  ^c>og^rj>*eo»-Mroin«-of\Joo>»ro-j-«-«->Oin<\j<OMfvicoeo«-or^to«-N-oo 

>-l3  c0>t<0N>*(\l^0.O(0KlinN(MS«-O>0m'0>-&'ine0f0e0>}-Se00><-c0Sc0S 

UJ  

3  «-o«-o»-ooooooo©ooooo«-«-«-ooooooo»-oooooo 


o 

cj  o 
o 


u 

o  o 
u 

X 

I-  o 
3  3 

* —  « —  I  •— • 
A    A  O  Q£ 

UJ  UJ  UJ  O 


>- 
N-  oo 

«—  Q. 


o 

o  o 
u 

I-  o 
r--  i- 


UJ  UJ  UJ 

u  u  u 
<  <  < 

in  in  <st 

ZEE 


cj 

cj  o 
u 

X 

t-  o 
— •  \ 

1^ 


UJ  UJ  UJ 

ID  13  ID 

<  <  < 

in  in  in 

UJ  UJ  UJ 


1^- 


A  O 
UJ  UJ 


>- 

>-  CJ 

o  z 

z  <S 

<  z 
z  o 

O  — i 

•—  _J 

-I  < 

<  z 
a: 

Of 

a£  o 

O  u- 


oo  a. 

UJ  UJ 

O  UJ 
UJ 

CJ  o 

o  o 

at  at 

a.  a. 


CJ 

o  CJ 
CJ 

x 

h-  o 

— I 

3  3 


co 
>- 
to 


t— 

O 

C9 

13 

03 

3= 

t— 

[— 

oo 

00 

00 

o 

03 

03 

s: 

a: 

o 

> 

< 

•X 

«C 

[— 

a. 

O 

O 

O 

CJ 

o 

CJ 

< 

< 

LU 

LU 

CJ 

CJ 

3 

x: 

a: 

u 

z 

z 

z 

CJ 

CJ 

CJ 

Ot 

1— 

H- 

CJ 

I— 

1/1 

U) 

01 

3- 

CJ 

CJ 

03 

03 

03 

s: 

CJ 

3- 

S- 

>- 

00 

00 

3: 

CJ 

in 

CO 

z 

z 

z 

oo 

00 

oo 

CJ 

< 

=S 

f— 

o 

3: 

CJ 

o 

o 

d 

d 

>- 

3- 

t— 

o 

3 

s. 

O 

o 

O 

>— 

O 

z 

z 

z 

oo 

00 

CO 

on 

00 

t— 

o 

a 

Q 

o 

3 

3 

\ 

< 

< 

SE 

z: 

3 

3 

8 

«£ 

< 

Y— 

I— 

t— 

UJ 

3 

3 

z 

z 

z 

LU 

UJ 

LU 

LU 

at 

—I 

_i 

CJ 

CJ 

o 

00 

00 

00 

3 

3 

i— 

(— 

>— 

CO 

OO 

03 

03 

03 

(— 

t— 

> 

> 

3- 

3- 

Cl 

Q_ 

Q. 

UJ 

UJ 

UJ 

z 

z 

z 

N. 

o 

O 

o 

UJ 

UJ 

>- 

00 

00 

3: 

s: 

UJ 

o 

O 

U- 

u_ 

u- 

o 

o 

03 

03 

^3 — 

< 

< 

< 

Q£ 

at 

_J 

>- 

>- 

a. 

Q. 

£K 

UJ 

UJ 

z 

z 

z 

i 

at 

3 

3 

§ 

i 

< 

< 

oo 

to 

o 

o 

O 

O 

(A 

z 

z 

cS 

00 

00 

(A 

A 

A 

o 

i— 

t— 

Q 

Q 

i— 

h- 

s: 

2 

3 

3 

a; 

at 

LU 

UJ 

UJ 

CJ 

CJ 

i 

1 

UJ 

LU 

t— 

i— 

to 

1— 

i— 

f— 

t— 

I— 

CJ 

t— 

1— 

t— 

UJ 

UJ 

UJ 

>- 

>- 

>- 

CJ 

CJ 

UJ 

LU 

Z 

Z 

> 

> 

s 

8 

at 

at 

< 

3- 

CJ 

CJ 

CJ 

CJ 

CJ 

CJ 

CJ 

CJ 

CJ 

03 

03 

03 

at 

at 

c: 

o 

o 

t— 

I— 

O 

o 

o 

at 

at 

UJ 

LU 

< 

< 

< 

< 

< 

CJ 

< 

< 

< 

< 

< 

< 

< 

»S 

aS 

at 

at 

< 

< 

u_ 

z 

z 

N- 

1— 

t— 

a. 

a. 

a. 

Co 

< 

of 

Of 

at 

at 

at 

3: 

O 

at 

at 

z 

Z 

Z 

Q_ 

a. 

i— 

1— 

i 

0J 

CJ 

LU 

UJ 

3- 

3- 

UJ 

t— 

1— 

I— 

t— 

t— 

>— 

I— 

UJ 

UJ 

UJ 

oo 

00 

A 

o 

3 

3 

0£ 

rc 

X 

X 

o 

o 

Of 

Q£ 

at 

a: 

Q£ 

CJ 

CJ 

O 

O 

OO 

00 

oo 

a 

h- 

>- 

3- 

3- 

>- 

>- 

3 

•>» 

>- 

>- 

>- 

3 

3 

3 

at 

at 

UJ 

LU 

UJ 

00 

LU 

UJ 

o 

o 

UJ 

UJ 

o 

CJ 

_J 

at 

at 

at 

at 

3 

at 

at 

or 

D— 

1— 

1— 

> 

> 

a. 

Q_ 

Q£ 

or 

K 

LU 

03 

03 

at 

_J 

_J 

u_ 

< 

«S 

< 

< 

aS 

aS 

00 

■s 

< 

<C 

CJ 

CJ 

O 

°a 

_J 

_J 

3 

3 

3 

at 

< 

CL 

a. 

«S 

< 

i— 

h- 

O 

UJ 

z 

z 

Z 

z 

UJ 

LU 

z 

z 

Z 

UL3 

UJ 

_> 

_i 

O 

O 

a 

3 

LU 

LU 

£ 

< 

< 

Ot 

UJ 

z 

Z 

at 

£K 

at 

5- 

>- 

O- 

a. 

< 

<C 

UJ 

LU 

UJ 

a 

z 

Z 

£K 

at 

i— 

1— 

z 

3 

at 

Of 

C£ 

en: 

£K 

C£ 

o 

O 

or: 

at 

ct 

i— 

t— 

i— 

UJ 

UJ 

UJ 

at 

CJ 

CJ 

o 

LU 

O 

o 

oo 

00 

o 

— 9 

3 

t— 

i— 

rj 

CO 

00 

oo 

z 

z 

z 

UJ 

ou 

re 

o 

o 

o 

CJ 

LU 

LU 

>- 

3- 

o 

o 

at 

oo 

oo 

Q 

_i 

i— 

i— 

at 

at 

at 

o 

oo 

to 

_J 

_J 

CJ 

o 

at 

I— 

<. 

o 

o3 

ca 

oS 

oS 

—I 

_l 

_i 

< 

«S 

UJ 

UJ 

a. 

a. 

a. 

at 

aS 

< 

z 

z 

a. 

CL. 

< 

u_ 

u_ 

>- 

>- 

< 

< 

at 

or: 

a. 

CJ 

OJ 

aS 

«s 

>- 

3- 

>- 

>- 

>- 

at 

Of 

>- 

>- 

>- 

at 

at 

at 

3 

3 

oo 

oo 

in 

s 

s: 

Z 

z 

z 

z 

_l 

1— 

UJ 

UJ 

UJ 

LU 

UJ 

< 

as 

UJ 

UJ 

UJ 

X 

3Z 

a: 

at 

00 

OO 

LU 

UJ 

LU 

oo 

3 

3 

oe 

at 

03 

03 

03 

03 

< 

< 

Z 

z 

z 

Z 

z 

z 

z 

z 

z 

z 

t— 

(- 

t— 

UJ 

UJ 

UJ 

O 

O 

z 

z 

t— 

1— 

t— 

CJ 

CJ 

LU 

LU 

_j 

3: 

O 

o 

o 

o 

o 

Q 

Q 

111 

UJ 

UJ 

3; 

3: 

3: 

< 

< 

i/> 

oo 

00 

z 

at 

ot 

3: 

3: 

—1 

_> 

z 

Z 

Ll_ 

UJ 

0£ 

of 

at 

o: 

cs: 

t— 

I— 

I— 

< 

< 

at 

LU 

UJ 

LU 

LU 

1— 

I— 

at 

< 

LU 

LU 

Z 

Ot 

*£ 

ii 

2=f 

3 

3 

w 

-> 

3 

3 

O 

O 

O 

S 

u 

CJ 

O 

O 

a: 

as 

1 1 1  030303030303030303030303 

cl.  aaaciCiaaaackaaciaaciCiC^atatatatatatatatatatatataaaaa 

3-  UJLUUJUJUJUJUJUJUJUJLULUUJUJUJUJUJUJ333333333333LUUJUJUJUJ 


CJ 
Q 


(Mf\JOJC\JfM(\l(\J(Mf\Jf\J<M(M(\Jf\JfMr>jrvJ 


03  ■o^cooo«-Nro^iA'OSeoO>0'-(\iio-*invOSeooo<-(\jM>»in<OScOi>o 


C-10 


t—  lu  (M«o»-i>-*ocOin>OKiLf\M'ioOin^Neoo>-eO(M'0«-NL>oa.NinNint>mN 

z  u   

lu  z  '-MOt-jiA^»-ro~J-J«Ji/i(\iinry^-vt(\i<-^S(\jflO'-0>ooOLri^M~i'-^f\j>- 

CJ  «t  I            I      •      ■      •      I      ■      I            II                   I            I                         I            I    t—     I      «     fS)     I     ?—           II*—  I 

CC  31  i              <—         i  i 
UJ  o 

a. 


o  t—  MOin<OM<-inNi\)o»oSi>eo>o>OM>eo-*oNt-in(Mi>(\jm^o>oO'0>>t 

0  3=  <>Ovf>*s»0'OMW>0Lnl>e0^0JIVJ0'MO>*-*^00<0|0O>-M0'>*>0«0inM0 

uj  

3  OOf\J«-OOCM«-000000«-«-0000000000«-0000000«- 


l>  i-  MO>*LnM>ON<Oinain<-eo<-NMomeo>Oi>c\ii>rJNS>*eo>Or-(>JN>ooru 

00  3:  n»0OC0lfl0-O^0MM00ONi-«-Mt-Cgi^l^0"^&"^'-eQNMlAI<lNstr-OM 

>-  cd  mmNO>>*Lrn-^if\^<-seQ>t^<M«-3o>*o-4-omooSLnL>0'Lnco(\i^(\iN 

u-i-i  roinra^o>f^r«JCJ00^t^ro<O^o-^i/>00i/^o^(^vrhoiA>oro>ot^(vjrui^^>rt^(NJ 

lu  

3  00(\l«-OOf\J«-000000«-«-000000000000000000*- 


>- 


CTO 

O 

Ail 

LU 

o 

o 

VULV 

WITH 

W/0  C 

00 

ERS 

DURE 

RE 

to 

FACI 

LU 

o 

CJ 

LU 

3 

>- 

z 

LU 

< 

CD 

o 

CC 

CD 

cc 

oa 

CJ 

O 

co 

o 

CC 

o 

3 

o 

Q 

O 

LU 

E 

z 

< 

_! 

_I 

Q 

— 1 

o 

to 

to 

CC 

O 

1— 

o 

t— 

CJ 

o 

< 

< 

LU 

o 

CJ 

>- 

UJ 

cc 

a. 

O 

o 

< 

<£ 

x 

X 

CJ 

CJ 

o 

cc 

o 

o 

o 

CC 

cc 

1— 

CJ 

UJ 

CC 

_) 

_l 

o 

CC 

_ i 

Hi 

O 

AN 

DU 

CJ 

CC 

\ 
oa 

cc 

CL 

TE 

CA 

_l 

in 

oa 
>- 

EXA 

EXA 

Cl 
LU 

EXA 

3 

*"s 

3 

ION 

IGN 

OCE 

h- 

o 

\ 

STE 

oo 

SES 

CJ 

_i 

d 

CC 

HYS 

PLI 

OMP 

AC 

CO 

2 

z 

> 

z 

>- 

>- 

t— 

— i 

cc 

3 

3 

s- 

LU 

o 

oa 

cc 

o 

d 

o 

cc 

LU 

E 

O 

o 

Q 

CJ 

CJ 

Q_ 

< 

o_ 

00 

00 

z 

o 

LU 

\ 

oc 

s 

LU 

< 

< 

1— 

«t 

z 

z 

=J 

2: 

m 

Z  X 

O 

o 

1— 

3 

3 

o 

o 

—I 

3: 

o 

o 

«£ 

< 

cc 

>- 

LU 

LU  LU 

LU 

z 

< 

cc 

00 

< 

i— 

z 

LU 

z 

cc 

z 

z 

cc 

oc 

O 

cc 

i— 

1—  t— 

> 

es 

o 

CO 

to 

LU 

o 

O 

cd 

IK 

< 

< 

cc 

O 

o 

C3 

LU 

o 

z 

CO 

00  00 

< 

o 

1— 

LU 

LU 

O 

< 

z 

at 

LU 

i— 

1— 

LL 

d 

>- 

>-  >- 

1— 

CL 

CO 

CO 

«S 

CJ 

< 

^ 

CC 

cc 

00 

z 

_1 

—I 

00 

z 

to 

00  00 

o 

Q 

CP 

LU 

O 

o 

t— 

LU 

O 

z 

< 

< 

< 

LU 

o 

s: 

3 

z 

Z 

o 

z 

Z 

1— 

o 

X 

O 

>- 

> 

> 

o 

x 

CC 

1— 

LU 

LU 

LU  LU 

CJ 

o 

X 

o 

o 

UJ 

LU 

I— 

3: 

O 

o 

o 

a: 

i 

i 

z 

_J 

1 — 

> 

>  > 

8 

z 

1— 

LU 

«c 

< 

oc 

X 

o 

LU 

i 

LU 

< 

z 

z 

a 

< 

Z 

< 

< 

to 

cc 

< 

1— 

3 

o 

1— 

_i 

z 

z 

oc 

> 

o 

O 

LU 

CD 

o 

—1 

a: 

>- 

(—  1— 

Cw 

1— 

o 

< 

CJ 

o 

o 

CJ 

3 

3 

LU 

CO 

< 

o 

o 

O 

2 

z 

O 

D- 

00 

CJ 

CJ  CJ 

UJ 

<: 

ISI 

O 

CC 

>- 

o 

z 

z 

n 

o 

1— 

z: 

cc 

cc 

o 

_1 

OC 

z 

z 

z 

to 

CO 

oc 

00 

LU 

oc 

OC 

cc 

cc 

CL 

o 

LU 

888 

cc  cc  cc 

o_ 

_J 

Cl 

o 

o 

o 

LU 

LU 

LU 

O 

cc 

CC 

1— 

O 

o 

o 

a. 

_l 

i 

u. 

> 

LU 

U 

—i 

WO 

CO 

CO 

u_ 

LU 

< 

o 

O 

CO 

u- 

u_ 

u- 

cc 

o 

_l 

o 

o 

0- 

cc 

^— 

t— 

t— 

o 

O 

00 

> 

OC 

UL. 

U- 

>- 

z 

oc 

1— 

1— 

Q- 

a.  a. 

«t 

CJ 

CJ 

LU 

oc 

cc 

oc 

< 

z 

z 

z 

00 

O 

CJ 

U 

> 

O 

LU 

Q 

o_ 

o 

LU 

in  m 

X 

E 

1— 

o 

o 

cc 

o 

o 

<: 

t— 

o 

CJ 

o 

O 

o 

»— 

< 

LU 

Z) 

OC 

oc  oc 

LU 

1— 

o 

CJ 

o 

to 

d 

CO 

CO 

< 

< 

cc 

LU 

o 

Z 

o 

O 

LU 

oc 

OC 

oc 

to 

z 

OC 

CJ 

Li- 

\ 

< 

Z 

Cl 

1— 

_l 

3 

o 

OC 

cc 

> 

a. 

CL 

a. 

X 

8 

HI 

UJ  UJ 

3 

3 

3 

3 

3 

3 

O 

00 

Q 

o 

< 

a. 

Cl 

CJ 

*3 

LU 

oc 

— 1  —J 

CC 

1— 

(— 

>- 

< 

cc 

s 

8 

1— 

(— 

< 

< 

< 

z 

-J 

CL 

< 

<  < 

LU 

z 

z 

>- 

>- 

>- 

>- 

CO 

CO 

CJ 

1 — 

o 

X 

X 

O 

cc 

«s 

< 

< 

CJ 

X 

X 

X 

<. 

Z 

z 

LU 

X 

X  X 

3; 

O 

o 

CC 

oc 

cc 

cc 

o 

o 

z 

CC 

3 

3 

a. 

cc 

X 

X 

3 

LU 

LU 

LU 

X 

CD 

O 

o 

OC 

LU 

UJ  UJ 

i— 

LU 

LU 

LU 

LU 

CL 

o 

o 

CJ 

»— 

1— 

o 

z 

LU 

LU 

LU 

LU 

Z 

z 

z 

■>5 

3 

U_ 

Li_  u_ 

O 

1— 

(— 

> 

> 

> 

> 

z 

CD 

o5 

cc 

CC 

LU 

o 

Of 

CJ 

Z 

z 

8 

o 

Q 

Q 

> 

►— 

t— 

►— 

LU 

CJ 

o 

oa 

aa 

o 

«: 

o 

O 

«c 

■s 

00 

Q 

Q 

< 

< 

< 

or 

3- 

< 

—1 

°a 

LU 

LU 

_! 

_J 

—I 

-J 

LU 

cc 

Cl 

Cl 

O 

(— 

LU 

< 

< 

a. 

LU 

Cl 

CJ 

< 

>- 

>-  to 

CO 

to 

LU 

LU 

LU 

LU 

X 

X 

CC 

o 

3 

o 

LU 

LU 

< 

—1 

> 

LU 

oS 

CJ 

O 

s. 

CJ 

o  z 

O 

O 

Q 

Q 

3 

3 

Cl 

LU 

CO 

1— 

»— 

M 

=£ 

LU 

cc 

u 

a. 

z 

LU 

z 

z  O 

< 

z 

z 

i— 

1— 

Z 

z 

< 

z 

Z 

00 

x 

LU 

LU 

LU 

LU 

LU 

to 

o 

o 

o 

Li- 

«r 

<  — 

3 

< 

< 

—1 

— 1 

— 1 

—1 

cc 

CC 

CJ 

LU 

o 

o 

_l 

< 

< 

LU 

_l 

O 

Z 

LU 

z 

Z 

Z 

< 

o 

CJ 

CJ 

CJ 

z 

z  t- 

CC 

LU 

LU 

< 

< 

< 

< 

< 

t— 

1— 

Of 

z 

oc 

CO 

CC 

C3 

O  CJ 

1— 

cc 

OC 

z 

z 

z 

Z 

O- 

Cl 

CL 

< 

f — 

1— 

LU 

oc 

OC 

«s 

CC 

LU 

> 

CC 

CC 

< 

CC 

OC 

CC 

< 

o 

LU 

— .  LU 

to 

< 

< 

1— 

»— 

o 

LU 

cc 

cc 

00 

LU 

LU 

z 

LU 

31 

—J 

LU 

LU 

LU 

LU 

LU 

CD 

Cl 

Q 

CJ 

o 

_J  LL. 

z 

00 

to 

o 

o 

o 

CO 

CO 

1— 

CC 

o 

o 

— 1 

X 

3: 

o 

1— 

1— 

LU 

V— 

1— 

LU 

1— 

1— 

1— 

< 

<t 

z 

°6 

OS 

\— 

< 

<  z 

LU 

LU 

LU 

< 

< 

< 

o 

o 

o 

CO 

CO 

< 

1— 

i— 

LU 

to 

O 

Cl 

3 

3 

u. 

3 

3 

3 

> 

_l 

LU 

Q 

a 

o 

X  — 

5E 

CJ 

CJ 

> 

> 

> 

> 

Q. 

Cl 

LU 

[— 

< 

LL 

o 

O 

Z 

LU 

CD 

C3 

C3 

C3 

C3 

o 

O 

o 

C3 

C3 

C3 

CD 

CD 

CD 

CD 

CD 

CD 

Cl 

Q 

o 

CC 

CC 

CC 

CC 

CC 

cc 

CC 

cc 

cc 

OC 

CC 

cc 

CC 

o 

o 

o 

Q 

CC 

CC 

o 

o 

CC 

CC 

o 

CC 

o 

Q 

o 

c 

>- 

LU 

LU 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

LU 

LU 

LU 

LU 

3 

3 

LU 

LU 

3 

3 

LU 

3 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

t— 

X 

00 

to 

CO 

to 

to 

GO 

CO 

CO 

to 

to 

CO 

to 

CO 

X 

X 

X 

X 

to 

CO 

X 

X 

CO 

CO 

z 

CO 

>: 

s 

s: 

X 

X 

CD  »-NM^in>OKeo(>o^NMvfu^>os-ogLVo<-Nmvi-in>ONooo>or-(\jM>iLn 
oc  inLninininiriiAini/\>o^>0<)>0<)*<0«>OSNNNNNSK-SNcoeoooooooeo 

O  MMMMMMMMMKIMMMKIKIMMMMKIIOIOMMMMMIOMIOKIMIOMKI 


C-ll 


t—  LU 

Z  C3 

LU  Z 

<_>  < 

Q£  LE 

LU  O 
CL 


(MM(MSOM(M\JOin(M>-l/> 


«-  «-  «-     r*.  «-  f\i  ■ 

i     i     i    M  l\l    i  i 


in  o  >- in«- o  «- <t  o 
CM        i         i  l 


0"-vO-J-J(\jNfM^'-'00-0>0'-rjinoOsJi-S 


oi—  t><0^eo^^^pJLr\NQLnino>>0^rsjin>»MT-Lnrjrjf^Oho»Oror^>*>o<>^rvjLri 

>-ca  oo^o<-<-(00iov*ina(\ioo>maoSi\j^ouM'i(Oinoooin>JMO"Oinoo 

u_  ~  \OcO'--*eO(\JinifiinNmo(\J'0»0(Moo-oSoNi'iO'Ovjvi,'^NS'OineoO'0>>o 

LU   ■  

3  r0«-«-<>JOOM*-«-OO«-«-O(M{\JO«-O«-{M«-O«-OOO«-OK)«-OOOO 


to  z  eo>0^<><-^^o»-NiONNO'<-e6oNrgo-JMSK.«-mmi-N-»c>'ino5in<) 

>-  o  ^Nineo«-(\j»pj^^ifl>t^ebin^oa)o-*»iriN>*co^ro^coc>'COM«-<ON- 

u-—  -oco<-si-iNjoin^s^oN>os>-auieoosvfO'0-}stNjNSi/M/>ooo>o 

LU   

3  !0'-'-'-<-OM<-r-00«-<-0(MNO«-0«-(Mi-Ot-OOOi-OrO<-i-t-00 


O 


(0 

oj 
>- 


a 
o 


O 
CO 
O 


flj 
>- 


(D 
u 


'5 


01 

> 


(0 
4) 


13 
Oi 
O 


OJ 

c 

(D 


>- 


O 

o 


id 

Qi 


LU 

CJ 
CJ 

LE 

CC 

h- 

CO 

1— 

o 

< 

z 

Z 

< 

3 

3 

CJ 

o 

LU 

o 
Qi 

o 

CJ 

CJ 

RO 

CJ 

O 

CJ 

CC 

RO 

on 

Q_ 

CJ 

CC 

cd 

Q. 

Q_ 

ROME 

RMIN 

CJ 

WIT 

o 

3 

Ql 

QL 

O.R 

WIT 

W/0 

SES 

Q 

o 

CJ 

CJ 

CJ 

CJ 

d 

d 

CC 

o 

o 

< 

u- 

CJ 

o 

o 

l 

LU 

< 

< 

LU 

>- 

LE 

CC 

o 

-E 

Ui 

CO 

1— 

o 

Cl 

O. 

LU 

MA 

MA 

OT 

Q 

Cl 

CO 

3 

3 

LU 

C3 

_l 

_ 

ES 

BL 

CO 

CO 

UR 

CC 

CC 

< 

3 

3 

3 

OP 

OP 

CJ 

CO 

z 

a: 

Qi 

o: 

d 

d 

LU 

_i 

_i 

_i 

LU 

LU 

1— 

o 

CJ 

i— 

o 

LU 

LU 

CC 

0- 

Q- 

Q- 

Z 

z 

CJ 

CJ 

CO 

z 

Q 

Q 

CJ 

CC 

CC  CJ 

z> 

o 

O 

O 

CO 

1— 

CJ 

CO 

«c 

Qi 

or 

o 

LU 

LU  CJ 

CJ 

Q 

LU 

LU 

LU 

U- 

LL. 

< 

u 

Q 

CO 

EM 

OS 

SO 

PR 

HI 

3C 

1—  lC 

CJ 

CE 

z 

Z 

z 

PY 

U- 

U_ 

AR 

LU 
LL 

1— 

o 

\ 

>- 

_i 

o 

O  i- 

o 

o 

u_ 

LU 

u~ 

o 

>- 

o 

o 

Cl 

Z 

3 

3 

Oi 

LU 

m 

Q 

o 

CC 

u. 

u_ 

o 

CL. 

O 

—1 

o 

CC 

3 

3  3 

3 

a. 

CO 

O 

>- 

>- 

=S 

I— 

CO 

CQ 

oi 

m 

A 

o 

>- 

>- 

Q 

o 

u 

_l 

_i 

CJ 

< 

a: 

O 

Q- 

1— 

i— 

d 

< 

<  < 

< 

CO 

Qi 

Oi 

CO 

A 

A 

Qi 

CO 

LU 

oi 

LU 

LU 

LU 

CC 

>- 

>- 

>- 

z 

o 

no 

1— 

£ 

_J 

Ql 

i— 

LE 

CD 

cd 

Z 

z 

o: 

a: 

a:  a: 

_J 

— 1 

_l 

LU 

Q 

8 

8 

< 

LU 

LU 

Q- 

LU 

ca 

1— 

< 

< 

=) 

O 

LU 

LU  LU 

LU 

d 

Ol 

CC 

o: 

Z 

CL 

CL 

£ 

CD 

CD 

co 

—1 

O 

ae 

< 

£ 

s: 

o 

LU 

i— 

< 

< 

LU 

CO 

qi 

o 

o 

Lj- 

CO 

CO 

CC 

8 

8 

8 

Oi 

Qi 

CJ 

< 

ae. 

RO 

o. 

AJ 

ll 

O 

ER 

ER 

a: 

LE 

LU  LU 
_l  _l 

LE 

or 

CL 

Q- 

Q. 

3 

3 

O 

O 

LU 
LL 

TR 

Z 

z 

cc 

Cl 

cc 

£ 

CO 

Q 

Q 

CO 

3 

< 

CC 

o; 

CC 

5- 

>- 

CO 

CO 

Z 

i 

o 

CD 

o 

o 

S2 

|  ^ 

LU 

CC 

Ql 

CC 

LU 

LU  LU 

LU 

a: 

O 

O 

o 

CJ 

O 

i— 

Q£ 

3 

CD 

qi 

O 

o 

LU 

_> 

«£ 

1— 

I—  1— 

1— 

z 

z 

c 

Ci 

CO 

Qi 

CC 

>- 

O 

< 

1 

3 

CO 

CO 

Q 

< 

< 

Z) 

o 

Q 

o 

Cs 

< 

Oi 

O 

O 

o 

i— 

— > 

£ 

LU 

CO 

A 

O 

o 

qi 

CJ 

CJ  CJ 

CJ 

\ 

Qi 

CC 

CC 

z 

z 

LL, 

u- 

O 

■ 

Cl 

< 

(— 

LU 

Q 

a 

O 

_l 

_i 

LU 

■* 

<  < 

< 

3 

o 

O 

o 

CJ 

CJ 

LU 

A 

o 

Z 

z 

ae. 

£ 

o 

« 

Qi 

LU 

LU 

CJ 

CO 

LU 

LU 

^ 

• 

1  ■ 

1 

CO 

CO 

CO 

_i 

—1 

o3 

3 

g 

■=> 

Z 

LU 

CD 

CD 

O 

_J 

_i 

3C 

Z) 

z 

z  z 

z 

< 

-J 

—1 

o 

o 

LU 

LU 

LU 

i— 

3 

3 

o 

IE 

CC 

< 

< 

ce. 

_l 

_i 

Q 

1— 

1— 

LU 

o 

o  o 

o 

o 

Q 

a 

< 

< 

Qi 

Qi 

Qi 

O 

C3 

LU 

z 

z 

< 

LU 

>— 

o 

a. 

LU 

LU 

o 

o 

_1 

z 

z  z 

z 

5- 

>- 

a: 

a: 

Q. 

CL 

=> 

< 

< 

> 

>- 

>- 

z 

O 

13 

5- 

CJ 

CJ 

z 

Q 

Q 

LU 

u- 

u- 

LL. 

Q. 

Q. 

O 

o 

O 

z 

z 

£ 

1— 

I— 

3 

O 

Z 

Z 

±£ 

< 

< 

U- 

u. 

—1 

—1 

LU 

< 

< 

1— 

£ 

3 

LU 

E 

CC 

LU 

LU 

z> 

_l 

_J 

— 1 

Qi 

Oi 

O 

O 

LU 

LU 

CJ 

< 

Qi 

CC 

QI 

Z 

1— 

i— 

i— 

O 

o 

< 

< 

<  < 

< 

LU 

O 

O 

o 

LU 

LU 

>- 

>- 

o 

£ 

£ 

Qi 

LL 

LL 

LU 

Z5 

LU 

LU 

O 

cj 

d 

< 

_1 

_l 

Eg 

LC  IE 

_J 

CC 

Ql 

Oi 

IE 

IE 

>- 

>- 

£ 

£ 

Qi 

LU 

LU 

LU 

o 

o 

£ 

h- 

1— 

_j 

LU 

LU 

-J 

—i 

rs 

s 

E 

g 

0. 

Cl 

Cl 

I— 

1— 

Qi 

CC 

CL 

CJ 

O 

Cl 

LU 

< 

< 

< 

< 

z 

Z 

CC 

m 

CD 

o 

CJ 

IE 

nz 

IE 

LU 

O 

O 

O 

o 

o 

o 

O 

Qi 

Qi 

LU 

LU 

O 

Qi 

Qi 

QI 

a: 

a: 

_l 

Z 

£ 

LU 

LU 

LU 

cd 

Q. 

0- 

a.  a. 

Q. 

1— 

_l 

_J 

-J 

a: 

1— 

t— 

LU 

LU 

1— 

h— 

1— 

LU 

LU 

t— 

LU 

LU 

_l 

o 

qi 

_! 

—1 

-c 

Q 

Q 

i— 

t— 

Z 

s 

a:  a: 

-0 

LU 

LU 

LU 

o 

LU 

CO 

CO 

IE 

LE 

QI 

a 

CL 

CO 

> 

> 

X 

CC 

qi 

ID 

LU 

O 

Cl 

Cl 

1— 

LU 

LU 

o 

LU 

LU 

>- 

>- 

>-  >- 

>- 

CJ 

>- 

>- 

>- 

< 

IE 

1— 

1— 

LU 

LU 

O 

LU 

LU 

LU 

CL 

CL 

u_ 

3 

z 

CO 

CO 

O 

Oi 

qi 

CJ 

CC 

Oi 

— ! 

_l 

— i  -j 

—1 

< 

s. 

Oi 

CJ 

IE 

o 

o 

d 

CO 

CO 

Cl 

U- 

CD  CD  CD  CD  CD  CD  CD  CD  CD  CD 

QiQiQiQQQQQQiOiQIQQQQiQrQiQOQOQOOiQQQClQ 
333UJUJLULUUJ333LULULU331DLULULUUJLULU3LULULULULU 
COCOCO£££££COCOCO£££COCOW££££££CO£££££ 

^QStgc>0'-rjfO-*i/>>ONooc>0"-fvjfOvfiA<)K(OC>'Oi-f\irO'4'in>osoot>>o 

«00OC00«(M>O(M>0'»O0>OOOOOOOOOOi-<-t-i-i->-<->-^^(\J 


C-12 


Z  t3 

UJ  z 

u  < 

CC  Z 

UJ  O 
Q. 


O  in  Ki  -4-  in 


^-0>inN'0l'IOO»0><-JOt>'SO(>.(>.MSNNMr-inSrj^ 

IMO^NO(Mv»i-0«-t-M«)lfl-0<->* 


N<t'-N-tO0JOO>-0'-»KlfvJvt(\lin 

i  rvi  i  i       i       it       i    i    i    i  i 


o  i— 
o  z 

>-  13 
u_  •— • 
UJ 
3 


S     in  to  o  in 


m  «o  N-  N-  o>  >t 
.N'-in-tMMO'-NOOI'l, 
Mioc0vtvtnj<-tfl00.(0ioo-eoina30oh-d>[0'6(>ino> 
»OininM^O'0^oKo>oo<i^f>r>.in{>'NO-o-i-^(0'-N-j-i^r'i 


otomO'-M<-nj>o-joflOMeoi'ioor^Nin-*>o 

N  -J     co  vf  o 


00«-fMOOOOOOOOOOOO«-0«-CMO«-«-000000000000 


00  z 
>-  13 
u_  — 
UJ 
3 


o>o(Mnin>o-ti-wo>M-join(0-foo>--jtomm^s^^osoOMn~fi'iin 

(VI00in'0^<0jinM00fllOt-(>M'0>0OinaM>0OI\IO0vMSSO<-in'00>O 
MfVIWO-MO^OOO'-Ok'-SO'-O'O'-O'fflfvjSkvrOtOaJ.Jod'-J 


inSOtflMNO'lO 

ON-ow-OOinS 


o  o 


c\iooooooooooo«-«-o«-c\jo«- 


oooooooooooo 


o 


CO 
CD 


ctj 
o 

10 


o 

CO 
O 


CtJ 

tt) 


(a 
o 

CO 


s 


o 

CC 
13 

oc 
o. 


c 

CO 


o 

X 


CC 

U 

o 

CJ 

z 

t- 

t— 

o 

u 

z 

3 

to 

ES 

SF 

RT 

RT 

z 

>- 

i— 

i— 

— 1 

o 

>- 

_l 

i— 

i— 

CL 

o 

_i 

CL 

CL 

< 

o 

CJ 

< 

£ 

cc 

o 

o 

9  

I 

ES 

AL 

o 

AS 

SY 

HE 

Hi 

o 

o 

cc 

o 

SO 

NT 

OS 

cc 

cc 

>- 

i— 

3 

\ 
3 

HI 

o 

LU 

z 

LU 

o 

LU 

LU 

CL 

X 

CJ 

13 

Z 

 1 

< 

3: 

3: 

o 

CJ 

N- 

3 

3 

< 

•=£ 

LL 

YC 

RO 

NO 

AM 

t— 
O 

OT 

ER 

ET 

CJ 

CC 

A 

A 

1 

o 

C3 

CJ 

z 

£3 

O 

to 

h- 

3: 

Q 

< 

< 

cl 

Z 

i— 

i— 

CC 

cc 

1— 

1— 

o 

LU 

LU 

LU 

t— s 

cj 

to 

to 

o 

<i 

ll 

o 

o 

oa 

CJ 

O 

CJ 

Q 

LU 

LU 

ll 

o 

a 

LU 

z 

3 

3 

< 

< 

«t 

Of 

to 

to 

O 

CC 

_l 

;< 

X 

O 

ca 

u_ 

LU 

o 
z 

SEA 

GNO 

ES 

LSE 

ETA 

LU 

ETO 

ETO 

ATI 

EHA 

CO 
LU 

to 

UJ 

son 

son 

UGS 

cc 

CC 

EF 

EF 

§ 

o 

3 

£C 

to 

CJ 

Q 

Q 

i— 

cc 

to 

CC 

cc 

CJ 

cc 

cc 

cc 

z 

CJ 

CJ 

z 

CL 

LU 

z 

LU 

3 

3 

CJ 

CJ 

o 

Q 

Q 

1— 

o 

z 

Q 

< 

£ 

to 

LU 

_! 

ea 

-3 

—3 

O 

\  X 

Si 

O 

CO 

< 

O 

o 

LU 

LU 

LU 

cc 

to 

z 

z 

z 

LL 

LL 

LL 

3 

3 

o 

o 

z 

_l 

CC 

1— 

z 

z 

CJ 

O 

ca 

Z 

LU 

I— 

o 

O 

O 

o 

i— 

1— 

3 

t— 

< 

3 

LU 

Z 

to 

13 

LU 

z 

Z 

< 

-3 

s> 

f- 

i— 

1— 

a. 

i— 

> 

LU 

cc 

2 

CL 

LU 

LU 

z 

CQ 

Z 

CC 

cc 

cc 

3 

3 

■ 

CO 

to 

to 

z 

z  oa  oa 

LL 

in 

to 

>- 

£ 

LU 

LU 

Q 

Q 

LU 

to 

O 

o 

A 

o 

»— 

t— 

1— 

LU 

LU 

o 

< 

to 

I— 

a 

Q 

z 

Z 

CC 

g 

LU 

o 

CJ 

o 

s 

£ 

CJ 

CJ 

CC 

a 

to 

cc 

LU 

LU 

O 

CC 

z 

1 

LU 

UJ 

UJ 

UJ 

LU 

1— 

1— 

z 

z 

is. 

< 

z 

LU 

_J 

O 

CC 

CC 

CL 

CL 

3 

CC 

o 

CO 

to 

A 

A 

O 

CJ 

CJ 

LL 

LL 

LL 

< 

< 

LU 

0. 

oa 

CC 

«s 

to 

CO 

LU 

o 

LU 

LU 

u. 

LU 

LU 

< 

< 

LL 

LL 

LL 

UJ 

LU 

z 

A 

> 

Q£ 

to 

CL 

z 

LU 

Q 

O 

UJ 

LU 

—3 

cc 

CC 

cc 

LU 

LU 

LU 

LU 

LU 

LU 

cc 

CC 

O 

O 

LU 

oa 

CL 

i- 

LU 

LU 

o 

CJ 

O 

CC 

LU 

CJ 

CJ 

z 

to 

o 

3 

3 

CJ 

CJ 

CO 

to 

1— 

t— 

to 

to 

lu 

LL 

CJ 

to 

Q 

to 

z 

O 

to 

er 

CC 

z 

Z 

t— 

LU 

o 

o 

< 

< 

< 

z 

z 

CJ 

CJ 

CJ 

CJ 

to 

< 

O 

cc 

< 

to 

3 

O 

O 

LU 

LU 

z 

LU 

UJ 

O 

O 

LL 

LL 

o 

O 

<  od 

no 

LU 

DC 

»— 

LU 

CO 

< 

CO 

Q 

Q 

Q 

cc 

LU 

to 

CJ 

CJ 

< 

< 

< 

X 

X 

o 

o 

Cl 

CL 

LU 

CC 

n 

CL 

CL 

CC 

Q 

< 

LU 

LU 

Z 

z 

o 

£ 

LU 

O 

o 

£ 

£ 

£ 

I— 

h- 

o 

o 

o 

to 

to 

CC 

LU 

LU 

3 

z 

to 

CO 

LU 

UJ 

_l 

u_ 

LU 

CC 

CC 

cc 

3 

3 

3 

o 

CJ 

I— 

t— 

1— 

to 

to 

to 

to 

t— 

3 

t— 

Z 

(J 

LL 

t— 

LU 

— i 

CJ 

3 

3 

CL 

CL 

< 

O 

CL 

Q. 

< 

< 

«t 

< 

< 

z 

>- 

>- 

UJ 

LU 

U 

Q 

to 

X 

o 

to 

£ 

«t 

3 

CO 

CO 

LU 

LU 

> 

to 

Q 

CC 

CC 

CC 

UJ 

UJ 

oS 

oa 

oa 

O 

O 

CC 

£C 

Z 

Z 

LU 

LU 

LU 

LU 

1— 

CC 

< 

"S 

o 

o 

CC 

LU 

1— 

(— 

1— 

cc 

cc 

3 

3 

_J 

_l 

LL 

O 

-3 

> 

CO 

o 

to 

z 

CC 

u_ 

CO 

CJ 

CC 

cc 

CJ 

CJ 

I— 

1— 

-3 

~3 

_l 

—1 

Z 

o 

Q 

CO 

0£ 

LU 

LU 

•v 

cj 

CD 

cj 

iD 

LU 

LU 

O 

LU 

LU 

LU 

o 

u 

z 

z 

«t 

< 

z 

Z 

CC 

< 

to 

LU 

LU 

CJ 

to 

£ 

—1 

3 

3 

3 

Z3 

13 

cc 

o 

cc 

d 

d 

_! 

_1 

_l 

o 

u 

o. 

to 

to 

Q 

O 

O 

CC 

cc 

CC 

cc 

Z 

(3 

Q. 

CL 

CL 

CL 

CJ 

(9 

z 

z 

_J 

_J 

cc 

LU 

LU 

O 

CC 

3: 

O 

CC 

3: 

o 

Q 

o 

o 

O 

o 

cc 

cc 

cc 

cc 

o 

o 

o 

_J 

_J 

cc 

CC 

< 

<t 

LU 

(— 

a: 

cc 

o 

< 

o 

_l 

LU 

O 

■*s 

»s 

— s 

z 

z 

UJ 

UJ 

1— 

(— 

h- 

UJ 

LU 

to 

CO 

to 

CL 

O- 

LU 

LU 

cc 

CC 

z 

CC 

CL 

3 

to 

CJ 

>- 

CJ 

CJ 

o 

o 

CJ 

Z 

z 

z 

_l 

_l 

— 1 

— 1 

 ! 

z 

i— 

CJ 

LU 

LU 

CC 

to 

z 

1— 

_l 

_1 

_1 

_J 

_1 

O 

5 

< 

h- 

t— 

3 

3 

3 

_l 

_1 

o 

o 

o 

s 

§ 

t — 

1— 

> 

> 

O 

d 

< 

o 

£2 

o 

e. 

o 

o 

< 

< 

< 

< 

z 

to 

O 

o 

£ 

Sl 

£ 

< 

•i 

CL 

CL 

CL 

CJ 

o 

o 

O 

UJ 

CJ 

C3 

CJ 

CJ 

o 

CJ 

CL 

o 

o  o  cc 

o 

a 

o  o 

Q 

Q 

CC 

cc 

cc 

cc 

CC  Q 

o 

Q 

a 

Q 

a 

Q 

Q 

Q 

Cl 

O 

Q 

>- 

UJ 

UJ  UJ  3 

LU  UJ 

UJ 

LU 

LU  LU 

LU 

LU 

3 

3 

3 

3 

3  LU 

LU 

LU 

LU 

LU 

LU 

LU 

LU 

UJ 

LU 

LU 

LU 

t— 

£ 

£  £  to 

£  £ 

£ 

s: 

£  £ 

£ 

to 

to 

t-3 

to 

tO  £ 

£ 

£ 

S 

£ 

£ 

s 

SI 

£ 

£ 

£ 

zz 

u 

CO  CO  CO  o 

O  O 

O 

o 

o  o  o 

o 

o 

O 

O 

o 

o 

o 

MD 

(M 

CM 

(M 

CM 

cm 

CM 

fM 

CM 

CM  CM 

CM  CM 

CM 

CM 

CM 

CM 

CM 

CM 

CM 

CM 

CM 

CM 

CM 

CJ 

NM~tin>OSCOC>0 

- — 

CM 

Kl 

^J- 

LO 

N- 

CO 

o  o 

i — 

f\JM^m>ONeooo 

CM 

K) 

■J- 

m 

cc 

CM 

<M  c\j  rg 

CM  CM 

CM 

CM 

cm  m 

to 

K) 

Kl 

fO 

Kl 

-4- 

«* 

in 

in 

in 

in 

in 

in 

>*  -* 

sr 

«* 

>* 

-4- 

^J- 

>t 

<r 

^s- 

■J-  sr 

^3- 

•* 

vr 

«* 

•* 

>* 

«* 

C-13 


i—  lu  <io^'Ono>noni/ioSKi<<joNeo^oo 

z  CD   z  z  

lu  z  ooiflu\oiflin(MiM^i-NO             >»  in  to  in  o 

O  «£  O  Kl    i     i     i                i     I     i     I     i                     i  «— 

os  —  I 

LU  O 

o. 


o  t—  4mo^mNSO(MMK)l>oooiM(Moqoinco 

l>  X  '-NM'O'O'O^^i-CO'OMmOOMM'OOO^CJi- 

>-  CD  i-S«-<-i-NO!nS(\J-*M>-00>0»-C>>^NvtlO 

U.  —  i-00  00OON0>^>4IOin<»MOO9.NO<ON^ 

LU   •  •      •  • 

3  Cl'-M'-'-Ot-OOOOOMOOKIMKIMKIN'- 


O  (—  S>Q(MnMi'iinfM>-^>0'-inoOMin>0t0SinM 

oo  z  f\ivo-j-oo>rooot>K>ro>o<o>*ooo'Ot>roK)f\jso 

>-  cd  ooNMM<-mo^oo^in>tooomiMfMeo-*NS 

U-  in*OOO^COS^Min^MOOi-(MO>M«-NM 

LU   .     .  . 

3  '-M-JM^O^OOOOOMOO-JMNWI'lNr- 


os 
< 
u 

LU 

I—  LU 

3  as 

cj  3 

<  O 
LU 

OS  o 

LU  O 

□=  OS 

I-  Q. 
O 

Z  • 

<  OS 

o  d 
i— 

o 

o  ^ 

LU  3 

OS 

OS  CO 

LU  Z 

LI—  Of 

CO  3 

z  co 
< 

OS  LU 

t-  > 

»  CO 

CO  z 

Z  LU 

OS  I— 

3  X 

CO  LU 


O 
O 
OS 
Q. 


OS 

d 


OS 
LU 


OS 

o 


CO 
LU 
CJ 

> 

OS 


i-  as 

u_  co 

<  LU 

OS  Q 
O 


^  Q 

CO  3 

3  3 

co  co 

z  z 

OS  OS 

3  3 

CO  CO 

LU  LU 

>  > 

CO  CO 

z  z 

LU  LU 

I—  h- 

X  X 


3 

I— 

CJ 


CO 

o 


CO 

o 


CO 

o 


CD 

< 


Q  •—CO 


< 


co 
O 


O  O  O 


>- 
CJ 


CJ 

00 


z  —  < 


co 
< 


3  — 


CJ 
CJ 

o 

CO 


O  — 


OS 
3 
Q 
LU 
CJ 
O 
OS 
O- 


O  (—  I—  = 
a.  a. 
£  Z  3 


O 

->» 

LU 

OS 

< 

CJ 
ce 

LU 


> 


LU 

as 


3 
O 


A 


E 


OS 

o 

CO  I— 

o  < 


CO 
CJ 

o 

OS 

a. 


CJ  I— 

<  z 

OS  LU 

I-  > 

□C  3: 


CO 
CO 

o 

CO  Z 
— ■  CD 
CO  < 

o  — 
z  o 

CD 

<  _l 

—  < 

a  a. 

_l  CJ 

<  z 
a.  — 

— ■  OS 

cj  a. 
z 

—  o 

OS  I— 

a. 

a 

O  LU 


3  3 

CO  CO 


CO  CO 

o  o 


I—  OS 

<  z 
-I  3 

LU 

as  lu 

OS 


—  2  LU 
O  O  t— 


<  <  o 


OS 

3 

Q 
LU 
CJ 

o 

LU  OS 

os  a. 
3 

a  ' 

lu  as 

u  ■ 

O  O 
OS 

a.  os 
O 

•  —> 

OS  < 

•  z 

o 

o 

3  ^ 
3 

co 

z  < 

OS  ■— 
3  £ 

CO  LU 

LU  3 
> 

CO 

Z  LU  — •  — '  I— 


CD  CD 
<  < 


CO  CO 

>-  >- 

CO  CO 

>-  >- 

os  as 

O  O 

i—  t— 

<  < 

as  os 


os  CJ 

3  O 

O  OS 

LU  CL 
O 

O  ■ 

as  as 

o.  • 
O 

OS  LU 

■  > 

o  — 

CO 

CJ  z 


<  X 


3  CO 


<  LU  t— 

1-  3 

X  CJ 

LU  < 


00  CO 
LU  LU 

os  as 


co  ■ 

O  Z 

os  O 

a.  z 


LU  CD  cd  a 

Q.  OOSOSOOSOOOOOO 

>-  LU33LU3LULULULULULU 

i-  zcocozcozzzzss: 


CD  CD 

OS  OS 

3  3 

CO  CO 


CJ 
Q 


(\J(\JN(\inj(O.MrOIOI<1KIKI 
f\J<\J<\lf\jr\l(\lf\Jf\Jf\l<\Jf\lf\J 


M  f\J  S  -J 


CD 
OS 


<or^eoc>o^<\jMv3-Lr>^r^eoc>o«-f\Jto-*invOi^ 
mininin>O^^^)^'H0^)^),O,O^NS^SNSS 


C-14 


APPENDIX  D 

BIOGRAPHICAL  SKETCHES  OF  COMMISSIONERS 


Stuart  H.  Altman,  Chairman 

Stuart  H.  Altman,  dean  of  the  Florence  Heller  Graduate  School  for  Social  Policy,  Brandeis 
University,  and  Sol  C.  Chaikin  Professor  of  National  Health  Policy,  is  an  economist  whose 
research  interests  are  primarily  in  the  area  of  Federal  health  policy.  He  has  been  at 
Brandeis  since  1977.  Between  1971  and  1976,  Dean  Altman  was  deputy  assistant  secretary 
for  planning  and  evaluation/health  at  the  Department  of  Health,  Education  and  Welfare 
(now  the  Department  of  Health  and  Human  Services).  In  that  position,  he  was  one  of  the 
primary  contributors  to  the  development  and  advancement  of  the  National  Health  Insurance 
proposal.  From  1973  to  1974,  he  also  served  as  the  deputy  director  for  health  of  the 
President's  Cost  of  Living  Council,  where  he  was  responsible  for  developing  the  council's 
program  on  health  care  cost-containment.  Formerly,  Dean  Altman  taught  at  Brown 
University  and  at  the  University  of  California  (Berkeley).  He  is  a  member  of  the  Institute 
of  Medicine  of  the  National  Academy  of  Sciences  and  former  member  of  its  governing 
council;  on  the  board  of  Beth  Israel  Hospital  (Boston);  chairman  of  the  board  of  the  Health 
Policy  Center  at  Brandeis;  and  president  of  the  National  Foundation  for  Health  Services 
Research.  He  is  a  past  president  of  the  National  Association  for  Health  Services  Research 
and  former  board  member  of  the  Robert  Wood  Johnson  Clinical  Scholars  Program.  Dean 
Altman  also  served  on  the  President's  Commission  for  a  National  Agenda  for  the  Eighties. 
A  member  of  several  editorial  boards,  he  has  published  extensively  on  various  aspects  of 
health  care  and  public  policy.  His  publications  include:  the  Arthur  Weissman  Memorial 
Lecture,  "Will  the  Medicare  Prospective  Payment  System  Succeed?  Technical  Adjustments 
Can  Make  the  Difference";  Federal  Health  Policy:  Problems  and  Prospects,  with  Harvey 
M.  Sapolsky;  Ambulatory  Care:  Problems  of  Cost  and  Access,  with  Joanna  Lion  and  Judith 
LaVor  Williams;  "Financing  Hospital  Care:  An  Uncertain  Future,"  Journal  of  Health 
Administration  and  Education,  Winter,  Vol.  3,  No.  1,  1985;  "The  Impact  of  Cost  Shifting  on 
the  Health  Care  System,"  in  Health  Care  Commentary,  Health  Insurance  Association  of 
America;  and  "The  Growing  Physician  Surplus:  Will  It  Bankrupt  or  Benefit  the  U.S.  Health 
System?"  in  In  Search  of  a  Public  Policy,  edited  by  Eli  Ginzberg  and  Miriam  Ostow.  Dean 
Altman  received  both  an  M.S.  and  a  Ph.D.  in  economics  from  the  University  of  California 
(Los  Angeles). 


Richard  A.  Berman 

Richard  A.  Berman  is  special  consultant  to  McKinsey  &  Company,  Inc.  in  New  York,  a 
position  he  has  held  since  1987.  In  addition,  he  serves  several  organizations,  including  the 
executive  committee  of  the  New  York  City  Public  Development  Corporation,  the  New  York 
State  Council  on  Health  Care  Financing,  and  the  National  Advisory  Council  for  the  Center 
for  Hospital  Finance  and  Management  at  The  Johns  Hopkins  University. 


Previously,  he  was  a  management  consultant  and  a  candidate  in  the  Democratic  primary 
in  the  20th  Congressional  District.  Mr.  Berman  was  the  executive  vice  president  of  New 
York  University  Medical  Center  from  1983  to  1986.  At  that  time  he  was  also  a  professor 
in  health  care  management  at  the  School  of  Medicine.  Mr.  Berman  worked  for  New  York 
State  from  1977  to  1983,  first  as  director  of  the  Office  of  Health  Systems  Management  and 
later  as  the  commissioner  of  the  Division  of  Housing  and  Community  Renewal.  Before 
that,  he  was  assistant  dean  of  Cornell  University  Medical  School,  as  well  as  associate 
director  for  ambulatory  services  at  the  New  York  Hospital,  clinical  assistant  professor  in  the 
Departments  of  Medicine  and  Public  Health  at  Cornell  University  Medical  School,  and 
senior  program  consultant  and  program  director  for  The  Robert  Wood  Johnson  Foundation. 
Prior  to  these  positions,  Mr.  Berman  was  special  assistant  for  policy  development,  Office 
of  the  Assistant  Secretary  for  Health,  Department  of  Health,  Education  and  Welfare.  He 
also  served  in  the  Office  of  Health  in  the  Economic  Stabilization  Program,  the  University 
of  Utah  Hospital,  and  the  U.S.  Public  Health  Service.  Mr.  Berman  received  B.A.,  M.B.A, 
and  M.H.A.  degrees  from  the  University  of  Michigan. 


Harold  A.  Cohen* 

Harold  A.  Cohen  is  a  health  services  consultant  and  a  lecturer  in  the  Department  of  Health 
Care  Organization  of  The  Johns  Hopkins  University.  He  has  been  with  the  university  since 
1972.  From  1972  to  1987,  he  was  the  executive  director  of  the  Health  Services  Cost  Review 
Commission  of  the  state  of  Maryland.  Before  that,  he  was  on  the  economics  faculty  of  the 
University  of  Georgia.  Dr.  Cohen  has  been  a  leader  in  the  development  and  administration 
of  state-level  cost  review  and  rate-setting  efforts.  He  is  a  member  of  the  American 
Economic  Association,  the  Southern  Economic  Association,  the  Western  Economic 
Association,  the  American  Public  Health  Association,  and  the  Health  Economic  Research 
Organization.  Dr.  Cohen  is  the  author  of  numerous  professional  publications,  including 
"The  Financing  of  Coronary  Artery  Bypass  Surgery,"  Circulation,  November  1982;  "Case  Mix 
and  Regulation,"  in  Topics  in  Health  Care  Financing:  Diagnostic  Related  Groups,  Summer 
1982;  "Evaluating  the  Cost  of  Technology,"  in  Health  Care  in  the  1980s,  1979;  "Controlling 
Medicaid  Expenditures  by  General  Price  Controls,"  in  The  Medicaid  Crisis:  What  States  Can 
Do  in  the  1980s,  1982;  and  "A  Model  for  Resolving  Planning  Rate  Setting  Conflict,"  with 
Carl  J.  Schramm,  Ph.D.,  L.D.,  in  A  New  Approach  to  the  Economics  of  Health  Care,  1982. 
He  holds  an  M.A.  and  a  Ph.D.  in  economics  from  Cornell  University,  and  received  a 
bachelor's  degree  from  Harpur  College  (now  the  State  University  of  New  York  at 
Binghamton). 


Curtis  C.  Erickson 

Curtis  C.  Erickson  is  president  and  chief  executive  officer  of  Great  Plains  Health  Alliance, 
Inc.,  a  post  he  has  held  since  1959.  He  was  that  organization's  assistant  director  from  1955 
to  1959.  Having  served  the  American  Hospital  Association  (AHA)  in  many  capacities,  he 
became  chairman  of  Regional  Advisory  Board  6  and  a  trustee  in  1987.  He  has  also  chaired 
AHA's  advisory  panel  to  the  Center  for  Small  or  Rural  Hospitals  and  has  been  a  member 
of  the  Council  on  Management,  the  Council  on  Federal  Relations,  and  a  representative  to 
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the  House  of  Delegates.  President  of  the  Lutheran  Hospital  Association  of  America  from 
1974  to  1975,  Mr.  Erickson  was  also  on  the  board  of  trustees  from  1972  to  1982.  He  was 
president  of  the  Kansas  Hospital  Association  from  1965  to  1966,  a  member  of  the  board 
of  governors  of  the  Healthcare  Stabilization  Fund  for  the  Kansas  Department  of  Insurance, 
and  past  district  governor  of  Rotary  International.  From  1983  to  1986,  Mr.  Erickson  served 
on  the  Robert  Wood  Johnson  Foundation's  National  Advisory  Committee  for  the  Rural 
Hospital  Program  of  Extended  Care  Services.  Mr.  Erickson  is  a  member  of  the  American 
College  of  Healthcare  Executives.  From  1951  to  1955,  he  served  in  the  U.S.  Air  Force. 
He  received  a  B.S.  in  business  administration  from  Fort  Hays  Kansas  State  University  in 
1951. 


William  D.  Fullerton 

William  D.  Fullerton  is  an  adjunct  professor  in  the  School  of  Medicine,  University  of  North 
Carolina  at  Chapel  Hill.  From  1978  to  1984,  he  was  principal  and  president  of  Health 
Policy  Alternatives,  Inc.,  where  he  is  now  a  part-time  consultant.  The  first  deputy 
administrator  of  the  Health  Care  Financing  Administration  (1977-78),  Mr.  Fullerton  was 
also  a  special  consultant  to  the  Secretary  of  the  Department  of  Health,  Education  and 
Welfare.  He  served  as  chief  of  the  professional  health  staff,  Committee  on  Ways  and 
Means,  U.S.  House  of  Representatives,  from  1970  to  1976.  Mr.  Fullerton  was  the  first 
executive  secretary  of  the  Health  Insurance  Benefits  Advisory  Council  in  1965-66.  Before 
that,  he  held  various  positions  in  the  Social  Security  Administration.  He  is  a  member  of 
the  Institute  of  Medicine  of  the  National  Academy  of  Sciences.  Mr.  Fullerton  received  a 
B.A.  from  the  University  of  Rochester. 


William  S.  Hoffman 

William  S.  Hoffman  has  been  director  of  the  Social  Security  Department  of  the 
International  Union  of  the  United  Auto  Workers  since  1984.  Previously,  he  was  the 
assistant  director  and  a  consultant  to  the  department.  Mr.  Hoffman  is  also  director  of 
the  Michigan  Health  and  Social  Security  Research  Institute,  Inc.,  where  from  1973  to  1980 
he  was  a  senior  research  associate.  An  active  participant  in  national  and  state  health  care 
issues,  Mr.  Hoffman  has  served  on  the  Michigan  Certificate  of  Need  Commission,  the 
Department  of  Health  and  Human  Services'  Council  on  Graduate  Medical  Education,  the 
Department  of  Labor's  Advisory  Council  on  Employee  Welfare  and  Pension  Benefit  Plans, 
the  Governor's  Task  Force  on  Access  to  Health  Care  in  Michigan,  and  the  Institute  of 
Medicine  of  the  National  Academy  of  Sciences.  He  served  in  various  research  and  teaching 
capacities  with  the  Social  Science  Research  Center  at  Mercy  College  of  Detroit,  the 
Department  of  Sociology  at  Wayne  State  University,  the  Detroit  Residential  Manpower 
Center,  the  Boys  Republic,  and  the  Merrill  Palmer  Institute.  Mr.  Hoffman  has  written  and 
spoken  extensively  on  such  issues  as  the  use  of  prepaid  mental  health  care  services  and 
organized  labor's  perspective  on  current  health  care  issues  and  legislation.  He  received  a 
bachelor's  degree  in  psychology  from  Otterbein  College  and  his  M.A.  and  Ph.D.  degrees  in 
sociology  from  Wayne  State  University. 
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B.  Kristine  Johnson 

B.  Kristine  Johnson  is  vice  president,  corporate  affairs  and  a  member  of  the  senior 
management  council  of  Medtronic,  Inc.  Joining  the  company  in  1982  as  director  of  public 
affairs,  she  subsequently  served  as  vice  president,  public  affairs  and  vice  president,  U.S. 
national  accounts/customer  marketing.  She  assumed  her  post  in  1987.  Prior  to  that,  Ms. 
Johnson  was  an  executive  of  Cargill,  Inc.  She  is  a  former  chair  of  the  health  care  financing 
committee  and  government  affairs  section  of  the  Health  Industry  Manufacturers  Association 
(HIMA).  A  member  of  the  University  of  Minnesota  Hospital  board,  Ms.  Johnson  chairs 
its  planning  and  development  committee.  She  received  a  B.A.  from  Saint  Olaf  College  and 
served  on  the  college's  board  of  regents  from  1973  to  1986. 


Sheldon  S.  King 

Sheldon  S.  King  is  president  of  Cedars-Sinai  Medical  Center  in  Los  Angeles,  California. 
He  was  president  of  Stanford  University  Hospital  and  a  clinical  associate  professor  in  the 
Department  of  Community,  Family,  and  Preventive  Medicine  at  Stanford's  School  of 
Medicine  from  1986  to  1989.  From  1981  to  1985,  Mr.  King  served  simultaneously  as  the 
hospital's  executive  vice  president  and  director  as  well  as  the  university's  associate  vice 
president  for  medical  affairs.  He  was  also  director  of  hospitals  and  clinics,  University 
Hospital,  University  of  California  Medical  Center,  from  1972  to  1981.  He  was  executive 
director  of  the  Albert  Einstein  College  of  Medicine  from  1968  to  1972,  and  held  various 
positions  at  Mount  Sinai  Hospital  from  1957  to  1968.  Mr.  King  was  chairman  of  the 
administrative  board  of  the  Council  of  Teaching  Hospitals  of  the  Association  of  American 
Medical  Colleges.  Besides  serving  in  the  House  of  Delegates  of  the  American  Hospital 
Association,  he  is  chairman  of  the  advisory  board  of  the  American  Board  of  Internal 
Medicine.  He  is  a  member  of  the  Institute  of  Medicine  of  the  National  Academy  of 
Sciences.  Mr.  King  is  a  Fellow  of  the  American  College  of  Health  Care  Executives,  the 
American  Public  Health  Association,  and  the  Royal  Society  of  Health.  His  publications 
include  the  "Impact  of  Competition  and  Cost  Containment  in  the  University  Hospital," 
American  Journal  of  Cardiology,  August  1985.  Mr.  King  received  an  A.B.  from  New  York 
University  and  an  M.S.  from  Yale  University. 


Larry  L.  Mathis 

Larry  L.  Mathis  is  president  and  chief  executive  officer  of  the  Methodist  Hospital  Health 
Care  System  in  Houston,  Texas.  This  system  includes  12  member  corporations  and  the 
Methodist  Hospital.  He  has  held  this  position  since  1983.  Before  that,  Mr.  Mathis  held 
various  offices  at  the  Methodist  Hospital  in  Houston.  Mr.  Mathis  is  a  member  of  the 
board  of  trustees  of  the  American  Hospital  Association  and  has  been  elected  to  serve  on 
its  executive  committee.  He  was  the  chairman  of  the  Texas  Hospital  Association,  and 
Regent  for  Texas  in  the  American  College  of  Healthcare  Executives.  In  addition,  Mr. 
Mathis  served  as  a  member  of  the  administrative  board  of  the  Association  of  American 
Medical  Colleges'  Council  of  Teaching  Hospitals,  and  as  chairman  of  the  National  Advisory 
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Council  on  Health  Care  Technology  Assessment  from  1985  to  1988.  He  was  a  consultant 
to  the  Ministry  of  Education  and  Health  in  Brazil.  Mr.  Mathis  served  in  the  U.S.  Army 
from  1965  to  1970.  He  received  a  B.A.  in  social  sciences  from  Pittsburgh  State  University 
in  Kansas  and  an  M.H.A.  from  Washington  University. 


Barbara  J.  McNeil 

Barbara  J.  McNeil  is  professor  and  head  of  the  Department  of  Health  Care  Policy  at 
Harvard  Medical  School  and  professor  of  radiology  at  Brigham  and  Women's  Hospital. 
She  is  also  director  of  the  Center  for  Cost-Effective  Care,  Brigham  and  Women's  Hospital. 
Dr.  McNeil  is  a  member  of  the  Harvard-MIT  Division  of  Health  Sciences  and  Technology. 
Her  professional  and  advisory  activities  are  extensive.  She  serves  on  the  board  of  trustees 
of  the  Society  for  Medical  Decision  Making.  Dr.  McNeil  is  a  member  of  the  joint 
committee  of  the  American  College  of  Radiology,  the  Association  of  University 
Radiologists,  and  the  Society  of  Chairmen  of  Academic  Radiology.  She  is  also  a  member 
of  the  Fleischner  Society,  the  Institute  of  Medicine  of  the  National  Academy  of  Sciences, 
and  the  National  Council  on  Radiation  Protection  and  Measurements.  She  serves  on  the 
American  College  of  Radiology's  committees  on  nuclear  radiology  and  on  quality  assurance 
and  efficacy.  Formerly,  Dr.  McNeil  was  on  the  board  of  the  Association  for  Health  Services 
Research,  the  policy  council  of  the  Association  for  Public  Policy  Analysis  and  Management, 
and  a  member  of  the  National  Council  on  Health  Care  Technology.  She  has  written  five 
books  and  more  than  150  professional  articles  and  reports.  Dr.  McNeil  has  an  A.B.  in 
chemistry  from  Emmanuel  College,  an  M.D.  from  Harvard  Medical  School,  and  a  Ph.D.  in 
biological  chemistry  from  Harvard  University. 


Kathryn  M.  Mershon 

Kathryn  M.  Mershon  is  vice  president,  nursing,  at  Humana,  Inc.,  a  position  she  has  held 
since  1980.  She  holds  an  adjunct  assistant  professorship  of  nursing  at  Spalding  University. 
From  1971  to  1980,  Ms.  Mershon  was  associate  executive  director-nursing  at  St.  Joseph 
Infirmary  (now  Humana  Hospital  Audubon)  in  Louisville,  Kentucky.  Before  that,  she  was 
a  clinical  nursing  specialist  at  St.  Joseph  Infirmary,  clinical  instructor  at  St.  Francis  Xavier 
Hospital  School  of  Nursing,  and  a  staff  nurse.  She  has  a  distinguished  list  of  professional 
and  community  activities,  including  board  of  governors  of  the  Federation  of  American 
Health  Systems,  board  member  of  the  National  League  for  Nursing,  and  editorial  review 
board  of  Nursing  &  Health  Care.  She  is  a  former  trustee  of  Spalding  University  and 
member  of  the  advisory  board  of  the  University  of  Louisville's  School  of  Nursing.  She  also 
served  on  the  Louisville  Board  of  Health  and  on  the  board  of  governors  of  Louisville 
General  Hospital.  She  has  made  numerous  public  presentations  on  a  variety  of  nursing- 
related  issues.  Her  recent  publications  include:  "Some  Myths  Pertaining  to  For-Profit 
Health  Care,"  Nursing  Economics,  September/October  1986,  and  "Nurses  and  the  Health 
Cost  Crisis:  A  Strategic  Approach  to  the  Challenge,"  Orthopaedic  Nursing,  January /February 
1985.  Ms.  Mershon  received  a  B.S.  in  nursing  from  Spalding  University  and  an  M.S.  in 
nursing  from  St.  Louis  University. 
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James  J.  Mongan* 

James  J.  Mongan  is  the  executive  director  of  the  Truman  Medical  Center,  Kansas  City, 
Missouri,  and  dean  of  the  University  of  Missouri-Kansas  City  School  of  Medicine.  He 
holds  professorships  in  the  School  of  Medicine  and  the  School  of  Business  and  Public 
Administration  at  the  University  of  Missouri-Kansas  City.  From  1979  to  1981,  he  was  the 
associate  director  for  health  and  human  resources,  Domestic  Policy  Staff,  the  White 
House.  Dr.  Mongan  served  as  deputy  assistant  secretary  for  health  policy  at  the 
Department  of  Health,  Education  and  Welfare  from  1977  to  1979,  and  was  the  Secretary's 
special  assistant  for  National  Health  Insurance.  For  seven  years  before  that,  he  was  a 
professional  staff  member  of  the  Committee  on  Finance,  U.S.  Senate.  Dr.  Mongan  is  a 
member  of  the  board  of  trustees  of  the  American  Hospital  Association  and  a  member  of 
the  House  of  Delegates.  He  is  on  the  board  of  the  Council  of  Teaching  Hospitals  of  the 
American  Association  of  Medical  Colleges  and  a  member  of  the  advisory  committee  for  the 
Robert  Wood  Johnson  Foundation's  Program  for  Prepaid  Managed  Health  Care.  Dr. 
Mongan  received  his  A.B.  and  M.D.  from  Stanford  University. 


Eric  Munoz 

Eric  Munoz  is  the  medical  director  of  the  University  of  Medicine  and  Dentistry  at  the 
University  Hospital,  New  Jersey  Medical  School.  He  is  also  a  member  of  the  National 
Managed  Care  Division.  From  1984  to  1988,  Dr.  Munoz  was  head  of  the  research  division 
of  the  department  of  surgery  at  the  Long  Island  Jewish-Hillside  Medical  Center,  and 
assistant  professor  of  surgery  at  the  State  University  of  New  York  at  Stony  Brook.  He  has 
been  an  instructor  at  the  Yale  University  School  of  Medicine  and  New  York  Medical 
College.  Dr.  Munoz  is  nationally  recognized  for  his  research  on  the  DRG  payment 
mechanism,  which  has  focused  on  the  higher  costs  of  emergency  hospital  admissions.  He 
is  also  a  specialist  on  problems  of  health  care  delivery  to  the  poor.  Dr.  Munoz  was 
president  of  the  American  Association  of  Puerto  Rican  Scientists  and  served  on  the  board 
of  that  organization.  His  other  numerous  professional  affiliations  include  Fellow  of  the 
American  College  of  Surgeons,  the  Association  for  Academic  Surgery,  and  the  International 
Health  Economics  and  Management  Institute.  He  is  certified  by  the  American  Board  of 
Surgery.  Dr.  Munoz  has  published  more  than  30  articles  on  health  care  costs.  He  received 
a  B.A.  in  psychology  from  the  University  of  Virginia,  an  M.D.  from  the  Albert  Einstein 
College  of  Medicine,  and  an  M.B.A.  in  finance  and  economics  from  Columbia  University. 
Dr.  Munoz  trained  in  general  and  peripheral  vascular  surgery  at  Yale  University. 


John  C.  Nelson* 

John  C.  Nelson  is  a  practicing  obstetrician  and  gynecologist  in  Salt  Lake  City,  Utah.  He 
has  been  involved  in  cost-containment  efforts  at  local  and  state  levels  and  is  active  in  the 
American  Cancer  Society  as  well  as  numerous  other  medical  and  civic  efforts.  A  member 
of  the  American  Medical  Association,  Dr.  Nelson  is  the  delegate  from  Utah  and  serves  on 
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the  work  group  on  evaluation,  assessment,  and  control-Health  Policy  Agenda  for  the 
American  People.  He  is  a  delegate  to  the  Utah  State  Medical  Association  House  of 
Delegates,  and  serves  on  the  editorial  board  of  the  Utah  Medical  Bulletin  as  well  as  on  the 
board  of  the  Utah  Health  Cost  Management  Foundation.  Dr.  Nelson  is  also  a  member  of 
the  board  of  the  Utah  Professional  Review  Organization  and  the  governor's  Select  Advisory 
Committee  on  Child  Abuse  and  Neglect.  He  is  former  director  of  cost-containment  for 
Blue  Cross/Blue  Shield  of  Utah.  Dr.  Nelson  took  his  internship  at  the  Providence  Hospital 
in  Portland,  Oregon,  and  a  residency  with  the  Department  of  Obstetrics  and  Gynecology 
at  the  University  of  Utah.  He  is  board-certified  by  the  American  Board  of  Obstetrics  and 
Gynecology,  and  a  Fellow  of  the  American  College  of  Obstetrics  and  Gynecology.  He 
received  his  bachelor's  degree  in  zoology  from  Utah  State  University  and  his  M.D.  from  the 
Utah  College  of  Medicine. 


Elliott  C.  Roberts,  Sr. 

Elliott  C.  Roberts,  Sr.,  is  assistant  secretary  and  chief  executive  officer  of  Charity  Hospital 
at  New  Orleans,  a  position  he  has  held  since  1984.  In  this  capacity,  he  implemented  a 
reorganization  of  the  Louisiana  State  Department  of  Health  and  Human  Resources.  Mr. 
Roberts  holds  an  assistant  professorship  in  the  Department  of  Public  Health  and  Preventive 
Medicine  at  Louisiana  State  University  Medical  School.  He  is  also  a  preceptor  in  the 
Department  of  Health  Systems  Management  at  Tulane  University  School  of  Public  Health 
and  Tropical  Medicine.  Department  of  Health  and  Human  Services.  From  1980  to  1984, 
Mr.  Roberts  was  chief  executive  officer  of  Cook  County  Hospital  in  Chicago.  Before  that, 
he  was  vice  president  and  associate  project  director  for  Hyatt  Medical  Management 
Services,  as  well  as,  commissioner  of  hospitals  and  executive  director  of  Detroit  General 
Hospital.  Mr.  Roberts  served  as  executive  director  at  both  Harlem  Hospital  Center  (1969- 
72)  and  at  Mercy  Douglass  Hospital  in  Philadelphia  (1965-69).  An  active  member  of  the 
American  Hospital  Association,  Mr.  Roberts  served  on  its  board  of  trustees  for  five  years, 
as  well  as  on  the  nominating  committee,  House  of  Delegates,  and  in  other  capacities.  He 
has  held  similar  positions  of  responsibility  at  the  National  Association  of  Public  Hospitals 
and  the  Association  of  American  Medical  Colleges/Council  on  Teaching  Hospitals.  In 
addition  to  many  other  appointments,  Mr.  Roberts  served  on  the  Secretary's  Commission 
on  Nursing,  Department  of  Health  and  Human  Services.  He  received  an  M.A.  in  business 
administration-hospital  administration  from  the  George  Washington  University. 


Leonard  D.  Schaeffer 

Leonard  D.  Schaeffer  is  president  and  chief  executive  officer  of  Blue  Cross  of  California. 
He  came  to  Blue  Cross  from  his  position  as  president  of  Group  Health,  Inc.  Mr.  Schaeffer 
was  formerly  executive  vice  president  and  chief  operating  officer  of  the  Student  Loan 
Marketing  Association.  He  served  as  administrator  of  the  Health  Care  Financing 
Administration,  Department  of  Health  and  Human  Services,  and  as  assistant  secretary  for 
management  and  budget  in  the  Department  of  Health,  Education  and  Welfare.  Before 
that,  Mr.  Schaeffer  was  vice  president  of  Citibank,  N.A.  He  has  held  various  positions  with 
the  state  of  Illinois,  including  director  of  the  Bureau  of  Budget,  head  of  the  State  Planning 
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Office,  chairman  of  the  Illinois  Capital  Development  Board,  and  deputy  director  for 
management,  Illinois  Department  of  Mental  Health  and  Developmental  Disabilities.  He 
was  previously  vice  president  of  a  private  investment  banking  firm,  and  a  consultant  for 
Arthur  Anderson  &  Company.  A  Kellogg  Fellow,  Mr.  Schaeffer  is  a  member  of  the  board 
of  the  University  of  Southern  California,  School  of  Public  Administration;  the  Cultural 
Foundation;  Town  Hall  of  California;  United  Way;  and  Managed  Healthcare.  He  was 
graduated  from  Princeton  University. 


Bert  Seidman* 

Bert  Seidman  has  been  the  director  of  the  Department  of  Occupational  Safety,  Health 
and  Social  Security  of  the  AFL-CIO,  Washington,  D.C.,  since  1983.  From  1962  to  1966, 
he  was  the  AFL-CIO  European  economic  representative  stationed  in  Paris  and  then  in 
Geneva.  Before  that,  he  served  for  14  years  as  an  economist  in  the  research  department 
of  the  AFL  and  the  AFL-CIO.  In  1966,  he  became  director  of  the  AFL-CIO  Social  Security 
Department.  He  was  a  member  of  the  U.S.  labor  delegation  to  the  annual  conference  of 
the  International  Labor  Organization  (ILO)  from  1958  to  1976  and,  from  1972  to  1975,  was 
a  member  of  the  ILO  governing  body.  In  1973  and  1974,  he  was  the  U.S.  worker  delegate 
to  the  ILO  conference.  He  has  served  on  numerous  committees,  including  the  Federal 
Advisory  Council  on  Employment  Security,  the  Advisory  Council  on  Health  Insurance  for 
the  Disabled,  the  Task  Force  on  Medicaid  and  Related  Programs,  the  Advisory  Council  on 
Social  Security,  the  Federal  Hospital  Council,  the  Health  Insurance  Benefits  Advisory 
Council,  the  Blue  Cross  Advisory  Committee,  and  the  1981  White  House  Conference  on 
Aging  (the  Advisory  Committee  and  chairman  of  the  Technical  Committee  on  Retirement 
Income).  At  present,  he  is  a  member  of  the  HMO  Industry  Council,  the  Brookings 
Institution  Advisory  Panel  on  Long-Term  Care,  and  the  National  Advisory  Committee  to 
the  Robert  Wood  Johnson  Foundation  on  Community  Programs  for  Affordable  Health 
Care.  He  is  on  the  board  of  the  National  Council  of  Senior  Citizens  and  the  National 
Council  on  Aging,  and  is  a  vice  president  of  the  National  Consumers  League. 


Jack  K.  Shelton 

Jack  K.  Shelton  is  manager  of  the  Employee  Insurance  Department  of  the  Ford  Motor 
Company,  which  he  joined  in  1956.  He  is  responsible  for  the  financial  control  and  analysis 
of  nearly  all  employee  benefit  plans.  In  this  capacity,  he  participates  in  union  negotiations, 
relations  with  insurance  carriers,  and  financial  control  of  company-administered  plans.  He 
also  reviews  changes  in  wage  and  benefit  programs  for  foreign  subsidiaries.  Mr.  Shelton 
is  actively  involved  in  a  number  of  local  and  national  health  care  organizations,  serving  as 
a  director  of  the  National  Fund  for  Medical  Education,  a  director  of  Blue  Cross  and  Blue 
Shield  of  Michigan,  and  a  member  of  the  Statewide  Health  Coordinating  Council  of 
Michigan.  In  1985,  he  was  a  member  of  an  Office  of  Technology  Assessment  Advisory 
Panel  on  Alternative  Physician  Payments  for  Medicare  and  chairman  of  the  Employer 
Prospective  Payment  Advisory  Commission  for  the  Washington  Business  Group  on  Health. 
He  is  past  chairman  of  the  National  Industry  Council  on  HMO  Development,  the  Michigan 
Health  Economics  Coalition,  the  Michigan  Hospital  Capacity  Reduction  Corporation,  and 
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the  Health  Alliance  Plan  (Michigan's  largest  HMO).  Mr.  Shelton  received  his  B.S.  and 
M.S.  degrees  in  industrial  psychology  from  Oklahoma  State  University. 


J.  B.  Silvers 

J.  B.  Silvers  is  co-director  of  the  Health  Systems  Management  Center  of  Case  Western 
Reserve  University.  He  is  also  the  William  M.  and  Elizabeth  C.  Treuhaft  Professor  of 
Management  and  professor  of  banking  and  finance  at  the  University's  Weatherhead  School 
of  Management  and  professor  of  epidemiology  and  biostatistics  at  the  School  of  Medicine. 
Before  joining  Case  Western  Reserve,  Dr.  Silvers  was  a  faculty  member  at  the  business 
schools  of  Indiana,  Harvard,  and  Stanford.  At  Harvard  he  directed  the  Program  for 
Financial  Management  and  Strategy  in  Health  for  five  years  and  served  on  the  faculty  of 
the  Program  for  Health  Systems  Management  for  ten  years.  Dr.  Silvers  served  the  U.S. 
Department  of  Health  and  Human  Services  as  a  member  of  the  Secretary's  Commission  on 
Nursing  and  as  a  member  of  the  Health  Care  Technology  Study  Section  of  the  National 
Center  for  Health  Services  Research.  During  1983-84,  he  chaired  the  Governor's 
Commission  on  Ohio  Health  Care  Costs.  He  has  written  extensively  in  the  fields  of 
corporate  financial  management,  and  health  care  and  hospital  finance.  He  also  serves  as 
a  consultant  or  adviser  to  numerous  private  organizations.  Dr.  Silvers  received  a  Ph.D.  in 
finance  and  economics  from  Stanford  University  and  M.S.  and  B.S.  degrees  from  Purdue 
University  in  industrial  administration  and  engineering,  respectively. 


Bruce  C.  Vladeck 

Bruce  C.  Vladeck  is  president  of  the  United  Hospital  Fund  of  New  York.  Immediately 
before  joining  that  organization,  Dr.  Vladeck  was  assistant  vice  president  of  the  Robert 
Wood  Johnson  Foundation.  From  1979  to  1982,  he  was  assistant  commissioner  for  health 
planning  and  resources  development  of  the  New  Jersey  State  Department  of  Health.  In 
that  position,  he  was  director  of  the  State  Health  Planning  and  Development  Agency,  where 
he  oversaw  the  implementation  of  New  Jersey's  all  payer,  DRG-based  hospital  prospective 
payment  system.  Dr.  Vladeck  taught  for  four  and  one-half  years  at  Columbia  University, 
and  has  served  on  the  adjunct  faculty  of  Rutgers,  Princeton,  the  College  of  Medicine  and 
Dentistry  of  New  Jersey,  and  New  York  University.  He  is  the  author  of  Unloving  Care: 
The  Nursing  Home  Tragedy,  In  Sickness  and  in  Health:  The  Mission  of  Voluntary  Health  Care 
Institutions,  and  has  written  numerous  articles  and  book  chapters  on  health  policy,  health 
care  finance,  and  health  politics.  He  is  a  member  of  the  New  York  State  Council  on 
Graduate  Medical  Education,  the  executive  committee  of  the  New  York  Blood  Center,  the 
Advisory  Committee  to  the  Wagner  School  of  Public  Service  of  New  York  University,  the 
Visiting  Committee  of  the  School  of  Management  and  Urban  Policy  of  the  New  York 
School  for  Social  Research,  and  the  Institute  of  Medicine  of  the  National  Academy  of 
Science.  Dr.  Vladeck  is  the  president  of  the  National  Committee  for  Labor  Israel- 
Histadrut.  He  received  his  bachelor's  degree  in  government  from  Harvard  College,  and  his 
M.A.  and  Ph.D.  in  political  science  from  the  University  of  Michigan. 
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Sankey  V.  Williams 


Sankey  V.  Williams  is  director  of  the  Robert  Wood  Johnson  Foundation  Clinical  Scholars 
Program  at  the  University  of  Pennsylvania.  He  also  serves  as  professor  of  medicine  at  the 
Hospital  of  the  University  of  Pennsylvania  and  professor  of  health  care  systems  at  the 
university's  Wharton  School.  In  addition,  he  is  associate  director  for  medical  affairs  in  the 
Wharton  School's  Leonard  Davis  Institute  of  Health  Economics.  He  is  an  associate  in  the 
Clinical  Epidemiology  Unit  of  the  university  and  previously  served  as  associate  director  for 
clinical  research  at  the  University  of  Pennsylvania's  Center  for  the  Study  of  Aging.  He  was 
a  Henry  J.  Kaiser  Family  Foundation  Faculty  Scholar  in  general  internal  medicine  from 
1981  to  1986.  Dr.  Williams  currently  serves  as  an  associate  editor  of  the  Journal  of  General 
Internal  Medicine.  Dr.  Williams,  who  is  certified  by  the  American  Board  of  Internal 
Medicine,  has  published  and  lectured  widely  in  many  fields,  including  medical  decision 
making,  physician  behavior,  and  hospital  case-mix  management.  Dr.  Williams  received  a 
B.A.  from  Princeton  University  and  an  M.D.  from  Harvard  Medical  School.  He  completed 
his  internship  and  residency  in  medicine  at  the  Hospital  of  the  University  of  Pennsylvania 
and  was  a  Robert  Wood  Johnson  Foundation  Clinical  Scholar  at  the  university. 


*Term  expired  1989 
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